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ABSTRACT
Background: Research into the documentation of quality-of-care outcomes is
pivotal to developing nursing theory, increasing the knowledge base of nursing,
and highlighting nursing accomplishments. This thesis presents a researcherdesigned, agency-specific tool as one way of describing and documenting the
outcomes of caring encounters.
Purpose: The purpose of this study was to analyze the effectiveness of a
researcher-designed tool in documenting the outcomes of caring encounters both
individually and over time.
Method: A descriptive research design was used to study the implementation of
the tool. Watson's Iheory of Human Caring served as the synthesizing framework.
Results: Outcome tools applied to 34 separate caring encounters were analyzed
for patterns. The findings were used to address the research questions and to
clarify aspects of the tool in need of revision. The findings were also compared
with Watson's ten "carative factors."
Conclusions: The use of an agency-specific tool for outcome documentation would
allow the staff of a nurse-managed center to document the effects of caring. The
use of tabulated findings allows for evaluation of the outcomes both individually
and over time. A transpersonal connection is key to positive outcomes and
accurate documentation. Consistency between a theoretical framework and actual
practice is crucial to the final documentation process.
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A qualitative study to analyze the effectiveness of a researcher-designed tool in
documenting outcomes of caring encounters both individually and over time
Chapter One
lntroduction

Nurses know that their clients benefit from the care they provrde (Oermann, &
Huber, 1999) However, an important question remains unanswered: Can the
actual effectiveness or outcome of this care be verified and documented? This
sometimes difficult and complex question has been challenging nurses throughout

our history. ln 1860, Florence Nightingale was the first nurse to utilize mortality
statistics to describe to the public the horrible standards of care experienced by

the military personnel fighting the Crimean War (Jennings, & Staggers, 1998).
These first outcome statistics changed the way the public perceived nurses and
nursing care activrties and were the primary measure of the quality of nursing ffire

for many years.
When asked to assess the value of what they do, nurses often react with
resistance and fear (French, 1997). This fear results from a lack of awareness of

the importance of documenting outcomes as an opportunity to demonstrate
precisely how their care influences an individual's health and well-being (French,
1997; Urden, 2OOZ). Outcome documentation can provide evidence of the quality
of the care nurses provide. Recently, nurses have become more interested and
involved in outcome documentation. They recognize that by asking questions they

Effects of

Caring

2

can, and will be able to, identify, measure and document the valuable contribution
of nursing.
Background for the Study
The tool, which is the focus of this study, originated from my graduate work in

transcultural nursing and my many hours of volunteer work at a nursing center in a
large urban community. The nursing center staff was interested in a simple way to
document the outcomes of the care they provided to their clients. They needed an
understandable way of describing each nurse-client encounter that would over

time provide a picture of the health outcomes experienced by the persons served
by the nursing center. My volunteer work, which consisted of two hours per week

on Sunday mornings for a period of two plus years, provided an opportunity for me
to design a tool focused on outcomes of caring.
I began the process of the development of the tool utilizing a three-pronged

approach to assess the chosen community. This approach included a review of

the nursing center's client records, informal personal interviews with persons
coming to the nursing center for care, and a review of literature related to nursing
outcomes. The initial chart review consisted of examining one out of every five, or

48 out of 248, active client records at the center for health promotion. The charts
were reviewed for demographic information, reason for first visit to the center,
current health concerns, and potential identified outcomes.
The demographic information in the 48 charts revealed that a higher number
of females, 53.3%, than males,46.7%, utilize the services of this center. The ages

represented in the chart review were a good cross section of the stages of life. The
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majority of clients, however, were between the ages of 45 and B0 years of age.
Therefore, the culture of the elderly was utilized as one focus for the development
of the tool and for this research study (Andrews, & Boyle, 1999; McKenry, & Price,

2000; Spencer, & Dorr, 1975). A discussion of the definition of the cultural
subgroup of the elderly will be found in the review of literature.
The chart review further revealed that persons initially visited the center based

on a perceived need for a blood pressure check or a pharmacy voucher. The
nursing staff issues vouchers to a local pharmacy that allow individuals without
insurance or that financial means to "purchase" over-the-counter medications,
personal hygiene items, umbrellas and other necessities. The nurses did not
diagnose but provided the pharmacist with information on the voucher about the

client's symptoms or need. The Doctor of Pharmacy then assisted the client in
obtaining the remedy that would be most useful for colds, fever and similar minor
medical problems. Educational needs and emotional support were the reasons
persons came back to the nursing center for a return visit. The primary health
challenges identified in the records were struggling with alcoholism and coping

with hypertension.
According to the chart review, approximately 25% of the persons coming to

the nursing center reported feeling cared for and about by the nursing staff. They
identified the one-to-one human relationship with the nurses at the center as
pivotal for generating or developing their own inner ability to heal. Another finding

was that the client's, 1 1 out of 13 or 84.6%, followed through on referrals. Finally,
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an examination of the recorded categories of service failed to demonstrate
services categorized by the staff as "Nursing Care." However, it was the
experience of the researcher that the category may have been underused and that
the definition of what comprises nursing care may require clarification. Nursing is
much more than hands-on-care. lt is a response to psychological, biological,
social, environmental, and spiritual needs and stems from feelings of concern

(Watson, 1985; 1988).
A wide variety of answers were produced during the short interviews when

clients were asked the question "What do you think is the best thing the Nursing
Center has to offer?" These answers included statement such as: "They (the
nurses) give you faith in yourself'; "lt allows me to relax"; "lt's a safe place to
discuss my problems", and "Listening". One woman who comes to the center
every Sunday related, "it's safe and no one makes you to do anything". ln general,
responses followed along the line of "l don't knowwhat l'd do without you girls"
and "! feel calmer after I talk to a nurse".
The assessment of the client records, review of the current forms and initial
analysis of outcome information revealed that many valuable services are being
provided by the center. The current programs and services, while extremely
valuable to the community, are not being fully documented in the client records. lt
is currently difficult to find evidence of the outcomes of the caring encounters

within the client record. The Augsburg-Central Nursing Center for Health
Promotion [ACNC] Outcome Tool (see Appendix A for a copy of the tool) was
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Promotion [ACNC] Outcome Tool (see Appendix A for a copy of the tool) was
developed as an agency-specific tool and this research study initiated as a way for

the researcher to test the usefulness of the tool.
Research Quesfions

The research questions for this qualitative study were as follows:

1. Does the ACNC

2.

Outcome Tool reflect a person's circumstances?

Does the tool show outcomes of caring?

3. Does it fit the setting?
4.

Does it fit the cultural subgroup of the elderly?
Purpose

The purpose of this study was to analyze the effectiveness of a researcherdesigned tool in documenting outcomes of caring encounters both individually and
over time. This qualitative study reflects my on-going interest and belief in the
mission of the ACNC. I was acutely aware of the important work being done at the

ACNC and wanted to respond to the ACNC Advisory Board request for outcome
information. The outcome indicators would be standardized for documentation
and record a client's individual response to care as perceived by the nurse.
Outcome documentation in a community-based nurse run center, such as the
ACNC, is not widely evident in research-based literature and has not been
extensively studied (Craig, 1996; Maas, & Johnson, 1998; Repper, & Brooker,
1998; Watson, 2001 a, 2OO2). The ACNC provides services to a diverse population

thus providing an opportunity to document nursing intervention outcomes with a
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focus on transcultural issues. This study, utilizing the data obtained during the
initial record review, focused on the elderly cultural group.
Care of individuals and families at nursing centers needs to be rendered within

a synthesizing framework in order to shiftthe care from the medical model. This
nursing framework facilitates the use of a variety of forms of nursing care in order

to promote wellness and healing of the whole person. Nursing frameworks,
utilizing the works of a variety of nursing theorists, provide organization and
structure to nursing practice. For me, Watson (1985; 1988; 1995; 2OOZ) stood out
in the literature as potentially invaluable to nursing practice at nursing centers

because of her theory's congruence with care, community health nursing and
societal expectations (Bear & Bower, 1998; Falk Rafael, 2000; Ruka, Brown, &
Procope, 1997).
Srgnrfi.cance

The current debate about documenting caring, and confusion about the
concept itself, has led to the development of numerous instruments that document
caring and care outcomes. According to Watson and Smith (2002), "analytic
critiques of caring knowledge mirror back to the profession the diversity and

complexity...the elusiveness of caring. [This causesJ nursing and caring scholars
to pause and reconslder the nature of caring [and the relation to] knowledge. ln
addition, there is agreement among scholars that engaged, ethical, value laden
caring, truly is ineffable and ultimately unknowable... [because it relates to a]
human lived experience that is alive in the moment" (Watson, & Smith, 2002, p.
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454). A variety of sources provide evidence of the srgnificance of this study and

support my decision to develop an instrument of outcome documentation.
Sigma Theta Tau lnternational, the Honor Society of Nursing, has developed a
strategtc plan for 2005 which identifies the following priority: to research quality of

care outcomes and their measurement and the impact or effectiveness of nursing
interventions (Hinshaw, 2000). The importance of doing research on caring and

caring practices, as they relate to client outcomes, is pivotal in the development of
nursing theory; the current knowledge base; and highlights accomplishments

within the nursing discipline.
Ditmyer, Koepsell, Branum, Davis, & Lush (1998) describe the use of
comparative data to evaluate and demonstrate the quality of nursing care that
supports the need for nursing services. I agree that documentation of a nurse's
role, often invisible and unsupported, is imperative if change is to occur in client

care and delivery systems. Ditmyer, et al. (1998), maintain that when no existing
documentation device meets an agency's individual needs, that agency, while
incorporating existing instruments, must develop an instrument that suits their
individual needs. The authors report that measuring the lmpact of nursing
intervention on a client's functional status may be more important than measuring

actual units of caring behavior.
Dr. Jean Watson (2002) identified twenty-one specific and separate

quantitative instruments that document caring. These tools, while each focusing on
care or caring, treat the phenomenon in different ways. ln addition, different
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conceptual frameworks undergird their development with varying degrees of

credibility and rigor.

Health Disparity
Considerable attentron is being focused on conducting research into the
health disparities being experienced by some Americans. These disparities may
be the result of poverty, ethnicity, age discrimination or marginalized social status

(Flaskerud, Lesser, Dixon, Anderson, Conde, Kim, Koniak-Griffin, Strehlow,
Tullmann, & Verzemnieks (2002). Health care professionals, governmental
agencies and funding sources are placing a significant emphasis of the social and
economic factors that impact on vulnerable populations, including the elderly
population.

Healthy People 2010
Healthy People 2010 is a United States government initiative of national health
promotion and disease prevention. The initiative hopes to bring together
individuals and agencies to improve health, eliminate disparities in health care,
and improve the quality of life of the country (United States Department of Health

and Human Services [DHHS], 2000). Healthy People 2010 identifies health
improvement goals and objectives which theoretically can be applied to the
physical or social problems that are identified during health or other supplementary
assessments" "Healthy People 2010 is designed to achieve two overarching goals:

(a) lncrease quality and years of healthy life and (b) eliminate health disparities"
(DHHS, 2000,

p

4)

Effects of
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Caring on the ragged edge" : tVursing perso ns who are drse nfranchrsed.

"Caring on the ragged edge" is a phrase coined by Zenruekh (2000) as a result
of her work with the marginalized members of society. She maintains that all
individuals, at some level, have a level of fear of the disenfranchised. This fear
may come from the awareness that the individual could be in that same place or
that there may be a perceived potential for harm. This is perhaps no more evident
than when providrng care to the elderly or aging population. This population often
sees itself as separated from the mainstream society by a wall or a locked door
that prevents human connections or'going back in time'(Zerwekh, 2000).
However, empowered caring creates possibilities of choice and control, which
increases the sense of interconnectedness and a sense of individual responsibility
(Watson, 1999).
Caring involves going around the wall of fear to form a connection with the
disenfranchised and form transpersonal caring-heallng relationships (Watson,
1995; 1999), These unique relationships involve honoring the client's humanity
and uniqueness, knowing about the individual's patterns, asking questions that
may draw out their story, and sharing one's own humanity by imagining oneself in

the client's position. lt is through actions such as these, that nurses can strengthen
self-care by supporting clients emotionally; helping them to understand
themselves; helping them take control and break down the walls so that caring can
become possible (Flaskerud et al., 2002; Zerwekh, 2000; Watson, 1999).
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ln summary, this study is significant as it describes an initial attempt at using a
new, qualitatively based tool for outcome documentation. The actual instrument is
my attempt to assess and document caring as it relates to client outcomes. ln

addition, the tool utilizes the transpersonal caring-healing relationship to obtain the
data and in this way, honors the humanity of elderly individuals. The outcomes,
which can stand alone, are important in nursing theory development and nursing
scholarship.
Nursing Perspective

Caring is a key concept in nursing and can not be separated from who and

what it is to be a nurse. ln order to document outcomes, or "standards that focus
on the results of care in terms of improved health, restored or improved physical

and social functioning and patient satisfaction" (Martin & Scheet, 1992, p. 3Bg), it
is first necessary to define the concept of professional caring.

Caring

The concept of caring is one of the least understood ideas central to
nursing. Care is a difficult concept to define and, at the same time, a term
frequently used to describe the discipline of nursing. ln fact, the elusive and
imprecise concept of care is often used interchangeably with nursing or also used
to describe nursing practice. This vagueness is the reason why measuring the
outcome of caring behaviors is difficult and often avoided in nursing research
(Kyle, 1995).
Caring, as described by Bishop and Scudder (1991 ), is a "relational term that
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has two meanings: concern for others and taking care of others" (p. 54). Care, and

the necessity for such action, is required when someone is unable to care for him
or herself. lt is a human action that occurs outside of technology and does not
prescribe a way of being. Furthermore, nursing care is given in the hopes of

fostering future well-being (Bishop & Scudder,

1991 ,

p

58)

Theoretical Framework: Watson's Theory of Human Caring
Jean Watson's Theory of Human Caring originated between 1 97 5-1979 and
emerged from her own views of nursing in combination with educational, clinical

and social psychology. The theory has since expanded to explain the process of
human caring and to preserve the concept of the person in nursing science

(Watson, 1985). The Theory of Hurnan Caring stresses that a caring moment
between a nurse and client is an important Iived experience and becomes part of

each person's lived history. Secondly, the theory acknowledges the "unique
dimensions of mind-body-spirit without compromising the wholeness of the
person" (Falk Rafael, 2000,

p 35). Third, Watson

values and acknowledges the

many different ways of knowing, which include empirical, aesthetic, ethical and

personal knowledge. ln addition, the theory "present[s] a case for nursing as an art
and a science, making it more akin to a human science tradition...called the

science of caring" (Watsor-t, 1988, p 13)
The Watson Theory of Human Caring clarifies that nursing values, knowledge,

and practices of human caring are focused on the inner healing process and that
caring requires a unique set of "caring-healing arts and a framework called

Augsburg College Library
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carative factors" (Watson, 2001a, p. 2). Carative is defined by Watson (2001a) as
"those core aspects of nursing that potentiate therapeutic healing processes and
relationships; affect the one caring and the one-being-cared

fo/' (p 5). These

carative factors are complementary but vastly different from the traditional

physician-based model of curing. ln addition, the theoretical framework focuses on
the transpersonal caring relationship and the importance of a caring moment or
encounter.

Caring is defined by Watson as "to cherish, to appreciate, to give special
attention, if not loving attention to; connotes something that is very fine, that is
indeed prebious" (20014, p. 3). The concept incorporates the human science
context of human freedom, choice and responsibility within a context of
interhuman events, processes and relationships. lt requires a personal, social,
moral and spiritual engagement by the nurse. Human caring requires more than
"

emotion, concern, attitude or benevolent desire. Caring also is values, a will, and a
commitment to care, knowledge, actions and consequences as they relate human
responses to health or illness (Watson, 1988).

Watson (1988) identifies ten carative factors integrated into the nursing
discipline. These include:
1

.

Forming a humanistic-altruistic system of values. This factor relates to
satisfaction through giving and extending the sense of self.

2.

lnstilling faith and hope. Feelings of faith and hope promote wellness by
helping the client adopt health-seeking behaviors.

Effects of
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Recognize and express their feelings are better able to allow others to
express theirs.

4.

Developing a helping-trust (human care) relationship. This kind of
relationship involves effective communication, empathy, and nonpossessive warmth.

5.

Expressing positive and negative feelings. Sharing feelings of sorrow, love,

and pain is a risk{aking experience.

6.

Using a creative problem-solving process. Caring linked to the nursing
process contributes to a creative problem-solving approach to nursing
care

7

.

Promoting interpersonal teaching-learning. This factor separates caring

from curing and shifts the responsibility for wellness to the client.

8.

Providing a supportive, protective, or corrective mental, physical,
sociocultural, and spiritual environment. Clients may experience changes
in any aspect of their internal or external environments; nurses must be
able to facilitate the client's ability to cope.

9.

Assisting with gratification of human needs... recognizing and attending to

the physical, emotional, social, and spiritual needs of the client.
10. Being sensitive to existential-phenomenological-spiritual forces. Persons

possess three spheres of being and allowing for expressing these forces
leads to a better understanding of self and others.

(p 75).
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Application of [4/afson's Theory of Human Caing

Nursing literature identifies a large number of client outcomes that are
indicators reflective of nursing interventions in a variety of settings. The outcomes

are physiological, psychological, functional and/or behavioral in nature. The
outcomes include knowledge, skill or performance ability, motivation, symptom
regulation, quality of life expectancy, and client satisfaction. ln addition, client
outcomes may include goal attainment, service units, stress level, level of care or
morbidity and mortality statistics (Alexander, & Kroposki, 1999). These outcomes,
some more sensitive to nursing interventions than others, are positively or
negatively impacted by the care provided by nurses. This speciallzed care is what
Watson describes as the caring-healing arts that are so rnuch a part of who and
what is nursing (Watson, 1998).
Tran scu ltu ral Nursing

/ssues

When planning for outcome documentation at the Nursing Center it was
important to consider the cultural makeup of the target population. An
understanding of cultural influences and norms related to health and illness for
various cultural groups is essential in planning for the documentation of outcomes.
As stated by Dr. tVladeline Leinenger, "health and illness states are strongly
influenced by culture" (Andrews & Boyle, 1999,

p 5)

Subcultures provide a structure for personal and social interactions within
learned or transmitted cultural rules. lndividuals within a sub-cultural group share
Ianguage, values and patterns of interactions that distinguish them from other
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groups. The subgroup shares values and norms of the marn cultural group but also
maintain their own distinctive mores and Iife style. The subculture of elderly or
aging adults has its own history, language, perspectives, priorities, humor and

sense of pride. Commonalties, such as poverty and social oppression, serve to
bind and strengthen the groups (Cooper, 1998). For the purpose of this research
study, the subculture of the elderly or aging was examined.

Summary
The documentation of nursing outcomes is difficult but vitally important when
attempting to demonstrate the quality of care provided by nurses. The
development of an appropriate documentation tool is particularly challenging
especially when the focus is measuring outcomes of caring interactions. There are
instruments to document caring available for use, however the majority utilizes
nursing diagnoses as a focus. While this focus provides structure to the device, it
does not document the client's response to nursing interventions; it is geared

primarily towards the nurse's perception of the interventions and effectiveness.
This is vastly different from my tool that documents the aftermath of caring
encounters utilizing information obtained during conversations naturally occurring
during the transpersonal caring moment.

Subjectlvity and collaboration open the door to vulnerability, both for the
participant and for the researcher. Through the conversations with other
professionals, the researcher recognized her presuppositions, assumptions and
personal biases, however the researcher utilized an extra safeguard by employing
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an impartial third party to confirm the interpretation of the information. This third
party allowed the researcher freedom to talk openly and express her frustrations
and delights without risk of a breach in confidentiality. These of these safeguards

were imperative during my work with one vulnerable population, that of elderly
persons.
I recognized a need for an instrument that meets the special and unique

setting of the ACNC. This outcome documentation instrument, while incorporating
existing instruments, was developed to suit the needs of the agency. The tool that
is implemented in this study was developed as a project as a portion of a graduate

course in Community Health Nursing and incorporated my work as a nurse at the
center primarily with the elderly population. I was actuality aware of the important
work being done at the Nursing Center and wanted to respond to a reported need
when the ACNC Advisory Board requested outcome statistics and none of the
available measurement instruments were well suited to the setting.

The significance of this research study is that it utilizes the qualitative method
to describe the feasibility of utilizing new, researcher-designed tool for outcome
documentation. The study examines the possibility of utilizing the transpersonal
caring-healing relationship to obtain outcome data and in this way, honors the
humanity of elderly individuals. ln addition, the use of qualitatively based
instruments has not been widely studied or documented in the literature. The study
is particularly significant because the documentation tool is based on a strong
theoretical framework.
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This documentation tool used the theoretical framework, Watson's Theory of
Human Caring that describes caring as central to nursing and maintains that
interhuman relationshrps require the nurse to engage personally, socially, morally
and spiritually with their client. Frnaily, Chapter One described the United States

government initiative, Healthy People 2010. With goals and objectives aimed at
improving health and eliminating health disparities, this initiative is especially
important when providing services to marginalized populations like the elderly
individuals served at the ACNC.
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Chapter Two
Review of Relevant Literature
This chapter provides a review of literature about the documentation of
outcomes especially when care is at the center of nursing practlce. Literature from
English-language articles published between 1990 and July 2OO2, classic articles,
and books were surveyed for this study. The selection of Iiterature was complied
using: (a) computer databases from Medscape and Medline, (b) the Cumulative
lndex of Nursing and Allied Health Literature [CINAHL], (c) FindArticles.com, (d)
PubMed, (e) Augsburg College Electronic Card Catalog and the (f) University of

Minnesota Electronic Card Catalog. An additional manual review was performed
for pertinent articles cited in the reference section of other selected articles.
Qualitative Research and Outcome Documentation
"Qualitative researchers are committed to discovery through the use of
.multiple ways of understanding" (Streubert, & Carpenter, 1 999,

p

16) The

researcher addresses a specific question about a particular phenomenon and
seeks to find an appropriate way of answering the question. ln fact, sometimes
more than one qualitative method or form of data collection may be necessary to

fully understand the phenomenon of interest (Morse, Penrod, & Hupcey, 2000;
Streubert, & Carpenter, 1999).
Qualitative research is a term with varying meanings. The term can be used
interchangeably with ethnography, phenomenology, and subjective or naturalistic

research. LoBiondo-Wood and Haber (1998) define qualitative research as the
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study of broadly stated questions about human experiences as a way to discover
knowledge about those experiences. Furthermore, they note that qualitative
studies are conducted rn natural settings and use descriptive data Streubert and
Carpenter (1999) report that traditional qualitative methods are grounded in the
social sciences and are a result of the difficulty describing human values, cultures

and relationships using quantitative methods. This is especially evident in areas
that involve human subjectivity, interpretation and require flexibility and openness
plus a willingness to sustain a fair amount of ambiguity (Strauss, & Corbin, 1998).
The qualitative method, and its systematic approach to the examination of a
phenomenon of interest, is a process of learning and constructing the meaning of
human experience through intense dialogue with persons who have lived that
experience. The nurse researcher strives to describe, explore, find meaning in,
and grasp the essence of the experience. Nursing practice, and associated
nursing research process, is enmeshed with people's life experiences and it is
through those life changang experiences that direct exploration and analysis of a
phenomenon are possible. (LoBiondo-Wood & Haber, 1998 & Streubert &
Carpenter, 1999).
Qualitative research of a phenomenon requires that a particular aspect of that
phenomenon be directly explored, analyzed, and described in order to generate
rich, descriptive data. Spiegelberg (1975) maintains that an investigator must
become immersed in the phenomenon of interest, for it is through this process that

the investigator learns, from the actual participants, much about the phenomenon.
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However, in this process, the research must seek to avoid criticism, evaluation,
and opinions. To accomplish all this, the investigator must bracket his or her

preconceptions or prejudices and enter into the world of the participant (Crabtree
& Miller, 1999).
Qualitative research requires that the researcher attempt to suspend his or her
beliefs, assumptions, and biases about the phenomena under investigation.
Bracketing is part of this process (see Appendix B for examples of the bracketed
information). Data analysis requires that the researcher dwells with and becomes
immersed in, their raw data. During this analysis phase of the study, the bracketed
information is sifted through and additional biases identified thereby identifying
preconceived notions and influences that may affect the findings (Strauss, &
Corbin, 1 998; Streubert & Carpenter, 1999)
Watson (2002) and Snyder, Brandt, and Tseng (2000) support the use of
qualitative research methods to docurnent the outcomes of care. The authors
agree that certain types of patients and certain clinical situations may not be well
suited to quantitative research. The qualitative method may assist in illustrating

strategies that the nurses put into place within caring encounters and climates.
This qualitative study allowed me to examine caring as a response to human
need. This examination of the phenomenon of caring helped me to understand the
lived experience of the participants when receiving nursing care from me in the
ACNC setting. I was acutely aware, from the background projects and on going

volunteering, that determining the meaning of the actual caring experience was
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pivotal to accurately documenting the outcomes of these caring encounters.
Although the project involved the direct testing of my self-designed
documentation tool, the testing process involved an examination of the
participant's reality as described within the transpersonal caring moment (Watson,

1999). lf the interaction is a transpersonal caring moment, my perception should
closely match the participant's experience. For the purpose of this study, this
concept of the researcher's perception of an encounter is key since I assigned the
rank within each of the domains. lf a caring eneounter meets Watson's (1999)
description, the rank assigned myself should match the position the participant

would assign if he or she were documenting the outcome ln addition, Streubert
and Carpenter, (1999) report the qualitative research methods are useful in
exploring a variety of practice-related experiences. This study utilized the actual
practice-related experience to rating the outcome itself.

The initial record review was as an essential step in building the tool itself.
Numerous hours of interacting with the population itself provided me with a vast
amount information to draw upon when developing the tool and describing on the
domains to be documented. ln addition, my actual lived experience of volunteering
at the ACNC on Sunday mornings offered a unique insider's perspective of the
situation. This insider's perspective proved to be invaluable in the development of

the tool itself and the willingness of the participants to cooperate with the study
process. Finally, Watson's Theory of Human Caring provided background
information that was important to describing the domains and giving a strong
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synthesizing framework for the study.
The use the qualitative research method for this study allowed me to discover
information in multiple ways. I was privileged to learn personal information and
experiences through storytelling. Participant observation provided additional
information and the use of conversations and broadly stated questions provided
additional information that was useful in the documentation of outcomes. Watson's
Theory of Human Caring served as the synthesizing framework for the tool
development and the testing process.
Synthesizing Framework: Watson's Theory of Human Caring
Falk Rafael (2000) provides an excellent overview of Watson's synthesizing
framework and suggestions for utilizing the framework to guide community health
nursing practice. Of interest, Falk Rafael (2000) subscribes to the idea that
Watson's framework is "philosophically congruent with contemporary global
approaches to community health" (p. 1) and well suited to transcultural nursing
practice. Watson (2001b) discusses the essential elements of any human
interaction that "allows for the convergence of all caring-healing practices" (p. 1).

Watson (2001a) states: Caring is "an emerging perspective...[that describes]
explicit nursing values, knowledge, and practices of human caring geared toward
subjective inner healing processes" (p.

1)"

Watson's Theory of Human Caring illustrates the process of human caring and
moves nursing from the margins to the center of carative practices. There are
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three factors that make Watson's synthesizing framework unique in comparison
with other nursing frameworks. First, the framework stresses the importance of
the lived experience, both of the client and also of the nurse. Second, it
acknowledges the unrque dimensions of "body-mind-spirit" (Falk Rafael, 2000, p.
35) without compromising the wholeness of the person. Third, Watson's

framework acknowledges the many 'ways of knowing', including experiential,
expertise, ethical and personal, that a nurse utilizes in his or her practice (Falk
Rafael, 2000; Kozier, Erb, & Blais, 1992).
Human caring is not simply an emotional response, concern, attitude or
benevolent desire to help. lt is a personal, intimate response to human needs
involving values, a will and commitment to care, knowledge, caring actions and an
acceptance of the resulting consequences. Human caring is a direct response to

health-illness conditions and connects to the knowledge of self and others as it
relates to the nurse caring process. ldeally, caring is a starting point. ln fact, the
characteristics of a caring individual are uniquely personal and involve a
perception of the feelings of another individual which sets the caring person apart

from others (Kozier, Erb, & Blais, 1992; McCance, McKenna, & Boore, 19gg).
The Transperso nal Caring Moment

With a basis in quantum physics, Watson (1988; 1995) describes the
somewhat radical concept of a multidimensional caring moment that develops

through a connection between individuals. Essentially, the caring-healing moment
occurs when two people enter into a caring relationship. This new contact allows
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for the development of healing possibilities, wholeness and a relationship on many
levels. The caring-healing moment transforms both individuals, the one-caring and

the one-being-cared-for, as both units are active participants and involved in a
process that may promote self-healing and self-actualization. Figure 2.1 provides a
pictorial representation of this caring field and the caring moment.
Carino Field and Ca n no

F ou re 2.1
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/Vofe. From Postmodern Nursing and Beyond by Jean Watson copyright 1999 Edinburgh, Scotland:
Churchill Livingstone Publishers. Reprinted with permission (see Appendix C).

"Transpersonal refers to an intersubjective, human-to-human relationship,

which encompasses two individuals in a given moment, but simultaneously
transcends the two, connecting [them with]...the human spirit realm" (Watson,
1999, p. 1 14). ln fact, transpersonal recognizes the power of love, faith,
compassion, ffiring, community, intentionality and a connection with a higher
power. At the center of this power is a unity of being which attempts to form a
harmonious bond between one's own being and one's relationship with others and
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the world (Dorssey, 1984; Lawlis, 1996; Watson, 1999). Within this special
environment, both individuals are in the process of both being and becoming

Two persons coming together in a caring encounter provides a unique
combination of their Iife histories and experiences. This coming together
comprises an actual caring moment or opportunity for human caring focused on

the here and now. The one time caring occasion then becomes part of each
individual life history and "part of some Iarger, deeper, higher, complex pattern of
life" (Watson, 1999, p. 116). An awareness of the concept of caring and

transpersonal caring moments rs important to any research that attempts to tie
together caring, intentionality and positive outcomes. Watson (1999) and Watkins
(1996) substantiate the need for extensive studies and research examining the

changes resulting from these phenomena.
Application of Watson's Theory to Measuring Caring in Nursing
Jean Watson's Theory of Human Caring has been evolving over the past ten
to fifteen years. Her conviction that caring is central to nursing has challenged
researchers to develop tools for measuring caring. ln fact, Watson (1989; 2002)
has established the need for additional research into the phenomena of caring as
vita! to nursing and nursing scholarship.

ln her latest book, published in 2002, Watson presents and analyzes the major
caring documentation tools, some as old as the early 1980's. The nineteen
instruments are described and compared with her theoretical framework and

appraised in terms of usefulness, construct and validity. One major concern as
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reported by Watson (2002) is that the instruments are most often used in isolation
instead of in tandem with one another. According to Watson (2002) this two-fold
approach would expand, explicate and validate current and emerging theories and
instrumentation related to caring. In addition, given the increasing cultural diversity
in our neighborhoods, Watson (2002) maintains that measurement instruments
must address the meaning of caring within a diverse group and take into account
potentia! Ianguage barriers.
Because caring is a somewhat ambiguous concept, it is important that any tool

for documenting caring captures the significant indicators of caring. There must be
a connection between the phenomenon definition and the choice of caring
indicators utilized in the instrument. Watson (2002) challenges nurses and nursing
researchers to examine "quality of care outcomes and their measurements, impact
or effectiveness of nursing interventions... and measure nursing-sensitive
outcomes as both clinical measures and research tools" (Watson , 2OO2, p. 15)
Based on the available background information, Donabedian (1988), Hinshaw, and

Atwood (1982) and Watson (2002) maintain that it is imperative that researchers
make a clear link to a theoretical framework in order to conceptualize and
document outcomes.
Erci, Sayan, Tortumluogu, Kilic, Sahrn, and Gungormus (2000) provide the

only example of a research study pertaining to outcome documentation that
utilizes Watson's Theory of Human Caring. The quantitative study, performed in

Turkey, examined "the effect of Watson's Caring Model on quality-of-life...of a
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141). The researchers concluded that care provided

according to Watson's Caring Model was highly likely to be associated with a
higher quality of life. Because the model considers the whole person: physically,
mentally, and spiritually, the authors believe the framework enables nurse to
encourage self-responsibility and invites transformation.
CarelCaring

ln order to understand and utilize Watson's theoretical framework, it is
imperative that the nursing professionals possess an understanding of caring as a
practice central to nursing. Caring and caring experiences are pivotal to nursing.

What it is to be a nurse, in fact, cannot be separated from what it is to care for and
about others (Eddins & Riley-Eddins, 1997). Caring is learned by experiencing
caring from others and is only possible when caring is viewed through both the

eyes of the one caring and the one for whom care is being provided.
Nursing itself rs adapted from the model of Florence Nightingale. She

emphasized character development, not simply skill acquisition, in her training of
nurses. Nursing, under her guidance, became a discipline of caring not curing.

And, although caring and curing are parts of healing, caring is often seen as the
more valuable of the two concepts. As a result, nurses are constantly trying to put
caring back into nursing and nursing research (Chipman, 1991 ).
Watson (2001 b) supports caring as of key significance to nursing. She
contends that caring is learned by experiencing caring practices and is only
possible when the culture supports caring practices. Watson's theory of caring is

Effects of

Caring

28

based on a multicultural approach and views nursing as health promotion and
caring rather than curing (Eddins & Riley-Eddins, "1997; Watson (2001a; 2001b).
Wilkes and Wallis (1998) examined caring as the essence of nursing from the
vantagepoint of student nurses. The research project explored caring as a concept
central to the theory of nursing and attempted to answer the question "ls caring a
distinctive aspect of professional nursing?" (p. 584). The findings of the study
identified major themes related to caring that expressed compassion,
communication and comfort. These themes included "knowing you are there ," "l
listened, touched and cried," "to me caring is taking care of another person who
needs my help, that is, psychologically, biologically, socially, environmentally, and
spiritually;" and finally, "caring is beyond action. lt stems from feelings of concern"
(Wilkes & Wallis, 1998, pp. 585-587)
Chang (2001) examined the complex phenomenon of physical touch in

caring. The study centered on the five aspects or goals of physical touch:
promoting physical comfort; promoting emotional comfort; promoting mind-body
comfort; performing social roles; and sharing spirituality. Chang's fieldwork
identified that the meaning of touch is dependent on the reciprocal expectations of
the caring behavior but the primary intervention is to promote comfort through an
active process. Chang identified a limitation of her study as the difficulty in
measuring the outcome of the behavior except through the positive impact of the

client's well-being and comfort.

In nursing, caring, is not just an emotion, concern, or charitable desire, but
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rather it is a moral idea whereby the end is protection, improvement, and
preservation of human dignity. Caring may be expressed in many and various

ways; however, three themes seem to be central to the concept. They include
caring and time; caring and communication; and caring that combines the physical
and emotional dimensions (Nelmes, Jones, & Gray, 1993).
Caring in combination with communication is often related to listening. A
novice nurse learns early in his or her training about listening as a caring behavior.

This is followed closely by learning more task-oriented services. Caring and
communication involves much more than giving an explanation or validating

feelings. lt includes quiet talks when the client is given the opportunity to express
their worries and concerns. Nelmes et al. (1993) summed this up quite nicely in

their statement: "lf you care, you listen, and touch"

(p

22).

Nursing Centers
Nursing Centers, such as the Augsburg-Central Nursing Center for Health
Promotion are unique settings where the public has direct access to a wide range

of professional nursing services. These innovative models provide health services
that is often not available to the general public, frequently providing care to the
undeserved and vulnerable populations in rural and urban community settings.

These centers are nurse-managed and are a dramatic and significant step towards
a paradigm shift from the biomedical model of curing to a holistic model of caring
(G!lck, 1999).
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O. Marie Henry, in her 1980 address to the American Public Health
Association challenged nurses to develop new and innovative ways to provide
nursing care. She advocated the development of community-based, nursemanaged centers for health promotion. Then in 1992, the National League for
Nursing recognized and defined nursing centers as valuable delivery systems for
nursing care (Helvie, 1999).
Nursing centers, according to Clark and [Vlass (1998), are often
collaborative efforts, in which there is sharing of planning, problem solving,
decision making, goa! setting and responsibility. These collaborative efforts require
trust and res-pect for one another and recognize that all members of the
collaboration offer contributions and complementary roles. Coeling and Wilcox
(1994), stress the importance of communication especially in regards to content of
services, relationship and time commitment.

.

The primary goal of nursing centers is often empowerment or a sense of

becoming. The concept of empowerment can be both an interpersonal process
and a measurable outcome. The interpersonal process encourages others to set
and reach goals and achieve measurable outcomes including autonomous

decision-making, self-determination and a feeling of self-worth. (Clark & Mass,
1ee8).

Helvie (1999) reports that the number of emergency or urgent care visits
significantly decreased, as clients became aware of and comfortable with, the care
at a nursrng center. Visits to these expensive and time-consuming hospital-based
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services decreased as consumers recognized the value of utilizing a nursing
center for health promotion services. ln addition, people utilizing a nursing center
reported a high degree of satisfaction and described a change in their condition or
attitude. This change in knowledge, behavror or symptoms is measurable on a
Likert scale and according to Helvie (1999) is significantly higherfollowing nursing
interventions.

There are many models of care available for community nursing centers.
They may be freestanding clinics similar to public health centers; institutionallybased centers that draw their mission from the parent organization; and health or
wellness promotion centers. However, all nursing centers share some common
characteristics. "Key elements include:

1.

Clients have direct access to nurse managed care

2. Services are organized around nursing models of care
3.

Services are client centered

4. Clients share accountability and responsibilities

for the outcome of their

care

5.

The nurse executive has overall responsibility for the center (Aydelotte,
Barger, Branstetter, Fehringer, Lindgren, Lundeen, McDaniels, & Riesch,
1987, as clted in Henry, 1997, p.225).

ln addition, most nursing centers are built around a model of utilizing advanced
practice nurses as providers of care.
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utcomes/Outco me Docu mentati on

Nursing outcomes, or the consequence of a treatment or intervention, are
indicators of the effectiveness of what a nurse does while providing care to a
client. The Center for Disease Control and Prevention (as cited in Oermann, &

Huber, 1999) defines outcomes as "the end result of care, desirable or undesirable
changes in individuals and populations that can be attributed to services provided"

(p 41). These nursing

outcomes are documented as compared to a standardized

list of nursing quality indicators, or reliable indicators related to performance, and
gauge the impact of nursing interventions on the client's ability to function.
Furthermore, these indicators, once identified, can be documented and may serve
to evaluate effectiveness of nursing interventions (Oermann & Huber, 1999).
Outcomes, according to Craig (1996), are "complex and difficult to measure"

(p 125). However,

by utilizing a relatively simple measurement scale the Flagstaff

Community Free Clinic was able to document patient satisfaction and physical
parameters in a community-based nursing center. A multivariate approach was
used with the primary instrument being an adaptation of Martin and Scheet's
(1992) OMAHA System. Accommodations were also made for the documentation
of patient satisfaction and some physical parameters. Unfortunately, according to
Craig (1996) the primary role of this agency's outcome assessment was the
documentation of the cost effectiveness of the nursing center.

The documentation of outcomes is complicated by many factors. First, there is
a Iack of a standardized nursing language in clinical information systems. This lack
prevents clinical decisions, actions and results from being readily stored,
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processed or retrieved. Second, outcome measurement with clients who have

mental health tssues is not readily accessible utilizing tools geared towards
morality and, in fact, a positive outcome of care may be "no change". Third, there
is an absence of appropriate, standardized and reliable indicators of outcome.
Finally, there is resistance among nurses to measuring care, which they define as
providing comfort to, sharing concerns with, or giving special attention to, another

person (Maas, & Johnson, 1998; Repper, & Brooker, 1998; Watson , 2OO1a, p. 3),
A variety of tools are available for the documentation of outcomes of caring
interventions. The majority of the available instruments, however, are lengthy and
require a commitment from the community-based agency to implement the tool.
lV'lany of the documentation tools are not

appropriate for measuring outcomes in a

culturally diverse population as compared to the population seen in most
community health settings. The majority of instruments are designed to document
caring in qualitative units. Most instruments utilize Likert scales; however, there
are other mechanisms available for use, such as visual analog scales, checklists

and Q-sort. The following is a short summary of some of the available
documentati on

i

n

struments.

The Community Health Nursing Outcomes Inventory [CHNOI] (Alexander, &
Kroposki, 2001 ) is an instrument that assesses and documents client and nurse
outcornes in community settings. It was developed by a group of nurses who
wished to demonstrate nursing effectiveness and, at the same time, is sensitive to
nursing care within a community-based setting. The items on the inventory were
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drawn from literature and focus groups of community health nurses They
identified 48 items, measured on a five-point Likert scale, related to outcome

measurement A primary limitation of the CHNOI instrument is that it is not readily
available for use and that further testing is recommended (Alexander, & Kroposki,
2001

)

The Caring Dimensions lnventory [CDl] is an effort to design an inventory that
could be applied to a large sample in order to gather perceptions of caring. The
inventory consists of 41 questions designed to gather information on how
important a nurse feels caring in nursing is to his or her practice. The CDI's
content was gathered during a review of literature. A limitation of this inventory is

that it is geared primarily towards the nurse's perception of caring and does not
incorporate the person who is the recipient of the caring behavior (Watson, & Lea,
1

ee7)

The Nursing Outcomes Classification INOCI is a standardized method of
evaluating the effects of nursing interventions. This standardization of outcome
measurement was considered necessary for use in electronic medical records,
clinical information systems and the education of professional nurses. Outcomes,

as defined by the Center for Nursing Classification, are "measurable individual,
family or community state, behavior or perception that is measured along a
continuum and is responsive to nursing interventions" (University of lowa, ZOOZa,

p 1)
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The NOC contains 190 outcomes for individuals, families and communities.
These outcomes were developed by the University of lowa and represent
concepts that have a range of possible values. These values, in contrast to goals,
allow measurement along a continuum over time. Advantages of the NOC include
the provision of standardized language and the associated indicators for

evaluating nursing interventions. This standardization facilitates the use of an
electronic patient record and, subsequently, the gathering of outcome data.
However, the major limitations are the difficulty of incorporating 190 items into a
paper record and the time-consuming manual compilation of the data generated
during the measurement process (Johnson, & Maas, 1998).

The Nursing lnterventions Classification [NlC] system of outcorne
documentation was developed as a result of " a lively discussion...about the need

for a taxonomy of nursing interventions that would parallel the taxonomy of nursing
diagnosis" (McCloskey & Bulechek, 1992,

p 18) The research team wanted to

define and categorize nursing interventions, but recognized that it was necessary

to complete a classification system before the interventions could be groups and

named The final result of this unique research project was a classification system
that could assist nurses in documenting the care they provided. The NIC method
would facilitate the development of nursing knowledge through the evaluation of
patient outcomes ((McCloskey & Bulechek, 1992).

NIC is a standardized language describing nursing interventions that are
performed in all settings and in all specialties. NIC interventions include both

Effects of

Caring

36

physiological and psychological and focus on illness treatment, disease prevention
and health promotion or maintenance. Each individual intervention,4BG in all, is
given a separate number which makes the system readily adaptable to electronic
medical records (University of lowa, 2002b).

The Caring Assessment Report Evaluation Q-Sort [CARE-Q] instrument was
developed by Larson in 1984 and focused on caring behaviors as perceived by
patients with cancer. The tool consists of 50 behavioral items that are related to

caring including accessibility, explanation, facilitation, comfort, anticipation, trusting
relationships, monitoring and follow through. The instrument allows the patient free
choice withrn those categories. A study using the CARE-Q instrument found that

the majority of caring behaviors were included in the monitors and follow through
categories. ln contrast, the Ieast caring behaviors were "is professional in
appearance" and "asks the patient what name he/she prefers". As with the CHNOI

lool a limitation is the unavailability of the tool for general use (Kyle, 1995).
The OMAHA System is perhaps one of the better known systems of outcome
measurement available to nurses. The system encourages nursing to proclaim
itself as a profession and to describe what

rt

does in order to function effectively in

a computerized world where care is not recognized or reimbursable and, therefore,
often not valued. The OMAHA system "provides a structure or framework for those
professionals who provide client care and document that care...[and is] precise,
uniform, and professionally acceptable method of communication" (Martin &

Scheet, 1992, p. 20). ln addition, the system generates client and provider data
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in ways that are timely, comprehensive and logical Therefore, the system is useful

to the continuation and growth of community agencies.
Martin and Norris (1996) describe the challenges of developing an outcome
measurement devise that adequately incorporates a specific nursing theory. They
report the NlC, North American Nursing Diagnosis System, Home Health Care
Classification and the Omaha systems are "atheoretical, meaning that they do not
use a particular conceptual model of nursing" (Martin & Norris, 1996,

p 76) This

serious omission on the part of the developers of the various tools provides further
evidence of the need for a theoretical-based tool for use at the Nursing Center.
Transcultural lssues
"Health care providers are beginning to recognize that addressing the cultural
uniqueness of their patients is essential to positive outcomes" (Preboth, 2000,

p.

1). Furthermore, Preboth (2000) reports that the availability of culturally competent
care can make all the difference in whether or not a person utilizes community
services. The presence of culturally competent care also makes a difference when
community agencies strive to enhance the quality of their services. preOoth (2000)
maintains that beginning steps towards eliminating the barriers to the provision of
cultural competent care may include approaches ranging from procuring
culturally-appropriate artwork to employing a culturally enlightened staff.

While providing care for individuals with different cultural beliefs and practices,
Ludwig-Beymer (1999) reports that nurses must incorporate transcultural concepts
into their practtce. These concepts should become a part of everyday nursing
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care, but can not be the primary focus of that care or replace traditional nursing
care. She contends that in order to establish a trusting therapeutic relationship, a
nurse must foster understanding of other cultures; thereby, decreasing the
possibility of misconceptions or anger clouding the relationship.

Transcultural nursing is vital to an effective community partnership. These
partnerships require collaboration with the surrounding communities: an
awareness of the available services; and knowledge of the dominant cultural
groups within the community. The nursing assessment requires cultural
awareness and sensitivity along with knowledge of the cultural dimensions of
health and illness. The transcultural nurse brings to the partnership sensitivity and
insight along with an understanding of how to provide culturally sensitive care and
services (Ludwig-Beymer, 1999).

Pfeffer (1998) maintains cultural awareness is vital to the process of doing
research across cultural lines. ln addition, she reports that many problems surface
when researchers and practitioners attempt to explain why some people are more
susceptible to a certain disease. One of the primary problems she identifies is that
people are often categorized by race. This categorization assumes that each
individua! has an identity that they carry from cradle to grave, in contrast to
acknowledging and incorporating cultural influences.
Pffeffer (1998) would like to allow people choice and the abitity to assign
themselves to a category. She purposes taking into account the interaction
between class, ethnicity, gender, religion and other cultural factors. This choice
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would reduce the possibility of marginalization or exclusion and increase centrality
and inclusion. This inclusion would celebrate cultural uniqueness and foster
transcultural care.
Patel (2000) states "an understanding of the extent and nature of the influence
of cultural variables... is of importance both for planning of health services and for
understanding the nature of [illnesses]

(p

221). He reports that it is important to

examine the role of culture and the transcultural process in providing day-to-day

services. Culture, in itself, is a dynamic construct and is constantly changing.
Furthermore, in the United States today, many cultural groups exist side by side
and often represent an under-served population. Therefore, an awareness of

cultural values and norms is required from the nurse.
Cooper (1998) challenges health care professionals to move beyond the
simple conceptualization of diverslty and rethink the phenomena. She atternpts to
answer the question "How [can we] build a scientific generalization while [still]

trying to understand diversity, variation, and change in human beliefs and
behaviors?"

(p 3) Cooper (1998) asserts that there are two primary dilemmas that

need to be addressed when linking the cultural-universal and community-specific
perspectives.
Cooper (1998) believes the first dilemma is that cultural communities are

deeply rooted in cultural traditions and interpersonal relations. These traditions
and relations have governed the community's actions within and outside the group

for many generations. Therefore, the health care professional, specifically the
transcultural nurse, must develop theoretical frameworks that "describe and
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predict human development as well as explain and enhance life conditions across
a range of communities" (Cooper, 1998,

p 3)

And second, Cooper (1998) claims that by defining culture in terms of the core
societal values of any cultural group the transcultural nurse can trace variations in
behavior back to forces outside of the individual. This definition may be useful
when examining community-specific issues, for example, public health issues, or

the under or over use of services. However, she cautions that cultural awareness
demands that the professional be aware of the fact that culture includes a set of
universal adaptive tools. Therefore, cultural awareness requires an understanding
of the similarities and differences across cultural lines.
Horowitz (1998) reports that individuals who have symptoms with possible
social meaning are not only diseased or ill, they are sick. She subscribes to the
theory that to treat an individual purely with a biomedical model does them a
disservice and that the difference between a sickness and a disease must be
examined from a transcultural approach. These culture-bound syndromes, while

they may defy scientific explanation, are important for the health and well being of
a particular population.
Health care professionals often view culture-bound illnesses with skepticism
and humor. The individual may be discounted and is often labeled in a negative

way. Horowitz (1998) maintains that culturally sensitive care can not be provided
until a health care professional accepts the syndrome as legitimate. This is
especially important when dealing with an individual who has numerous somatic
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complaints. Somatization occurs worldwide. lt is often an expression of distress
and may be a manifestation of core cultural norms or power. Therefore, Horowitz
(1998) maintains a basic knowledge of cultural systems, especially the way in
which misery is expressed, is required for a practitioner to provide effective
treatment.
The Elderly as a Cultural Subgraup

Achenbaum (1998) classifies aging persons, or elders, as a distinct
subculture. He reports that there has been an increase in the number of people
over 55 years of age during the past two decades. There has been a dramatic
change in attitudes toward, and an increased awareness of, the elderly population.
Achenbaum (1998) maintains the future of generational relations is built on an
interest in aging and an acceptance of the elderly as a unique and specific cultural
group.

The elderly, as a unique cultural group, are a complex mixture of people with
their own perceptions, values, beliefs and behaviors. They have constructed
shared expectations about aging that interweaves notions about time, life,
relationships, dependency and ultimately about death. Characteristics of members
of the elderly cultural subgroup include:

1.

The elderly is often described as a homogeneous population that maintains
chronological age is less important that cognitive ability, health status, marital
status, or employment status.
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They acknowledge that "aging" is much more than "growing old." lt relates to
the transition between developmental stages and involves a lifetime of
processes and experiences.

3.

As a group, they are aware of the gradual deterioration of their bodies and that
these time-dependent changes are irreversible.

4.

Successful aging is related to gender, class and societal setting.

5.

They recognize that quality-of-life is maximized when they highlight the
community and kinship roles of the elderly and maintain patterns of interaction
that are mutually supportive.

6. They aie a community of individuals that are habitually abandoned

by society

especially when in need of care (Davey, 2000;Sokolovsky, 1990; Spencer, &

Dorr, 1975)
The population of the world is growing older and the number of older
.

Americans is constantly lncreasing. Currently, persons 65 and older represent
12.7o/o

of the United Stares population. lt is predicted that by 2025, one fourth of

the population of the developed world and one out of every eight persons in the
developing world will be over the age of 65 years (Leuning, Small, van Dyk,

2OOZ).

There will be 70 million older individuals, which represents a 50% increase over
the number that existed in 1997 (Kleinpell-Nowell, 2000). These changing
demographics require that the community health nurse adapt his or her focus. The
community health nurse may be required to function as a facilitator, collaborator,
advocate, teacher or case manager as he or she strives to adapt to changes.
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However, the nursing process remains central to the nurse's role and to providing

care to older people within a community setting.
Culture and cultural beliefs, according to Andrews and Boyle (1999), may

potentially impact on the older adult's willingness to seek out medical care
following an accidental injury. Cultural diversity needs to be accommodated both

on a personal level and within the surrounding community. ln addition,
transcultural nurses are "challenged to plan and implement culturally appropriate
care for... older adults who represent different cultural and ethnic groups"
(Andrews & Boyle, 1999, p. 196). These older adults view aging and interpersonal

crisis', including sudden illness and accldents, from a vantagepoint of their own
culture and culture must be examined as it affects the older person's expectations
and willingness to seek out medical services.
Today's society is youth centered. Old age does not mean the venerated and
respected state that it was just a generation ago. Older adults strive to look and
act young in order to fit into the mainstream American culture and deeply
ingrained cultural habits are often dismissed as out-dated or, even worse,

frightening or abnormal (Spencer, & Dorr, 1975). However, the care of older adults
must be an important focus of nursing education. This focus, in response to the
demands of graying Americans, requires nurses and other health care
professionals to recognize older adults as a heterogeneous sector of the American

population. Furthermore, recognition of the impact of culture and the way in which
it shapes these unique individuals required in order for a healthcare profession to
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provide holistic care. "Culture is not the sole determinate of behavior but is a
critical dimension in understanding...older clients. (Andrews, & Boyle, 1999, p.
1

e0)

Kleinpell-Nowell (2000) describes the challenges of outcome assessment

when providing care to an elderly population. She maintains that although a wide
variety of outcome documentation tools are available, the choice of appropriate
outcome indicators and tools is essential to insuring accuracy and consistency.
Factors, including changing health status, patient attrition, participant recruitment

and retention, and the selection of the outcome indicators themselves, provide
challenges to anyone attempting to document the outcomes of healthcare.
Survival alone does not adequately reflect the status of the individual when his or
her quality-of-life and long-term ability to function is poor.
Kleinpell-Nowell (2000) substantiates my belief that the measurernent of

functional status, quality of life, patient satisfaction with care, and Iimitations with
activities of daily living are important outcomes that need to be documented. ln
addition, the author agrees that outcome research is necessary to determine the
impact of care on the patient's lives, to improve the knowledge base for
healthcare, to establish a basis for clinical and agency decisions, to provide
accountability and to identify areas of improvements. Research, according to
Kleinpel!-Nowell (2000) has demonstrated that age alone does not influence
outcomes and that psychometrically sound instruments are crucial to obtaining
accurate and rneaningful outcome data.
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Watson's Theory of Human Caring is well suited to providing care and
documenting outcomes within the elderly cultural subgroup. ln the older adult
population, where medical cures are not often wanted or feasible, a caring-healing
mindset, in combination with expressive caring acts, can nourish healing and

wholeness. Strickland (199G) describes a qualitative research study that allowed
elderly women to tell their stories to one another. The primary role of the nurse
facilitator was to "be in the flow' of whatever topics and issues emerged"
(Strickland, 1996,

p 6). The unsolicited responses

of these women centered

around "presence" and "caring." The author found that VVatson's Theory of Human
caring works when utilized in a qualitative research project.

Summary
Conducting outcome research poses numerous challenges for me related to
both the study design and the content. Outcome research seeks to determine the
effects of care on individuals. The key to any documentation tool is to link specific
interventions with the appropriate outcomes. Although there are a wide variety of
outcome documentation tools available, it is clear that that it is essential to choose
outcome indicators that are meaningful to the patient and the agency.
As a process caring includes moral, intellectual and emotional components
and is culturally derived. However, a nurse's beliefs and actual actions may be
incongruent. The available literature on Nursing Centers as innovative models for
nursing care delivery was reviewed in Chapter Two. These unique centers are
often collaborative efforts with common goals of planning, problem solving,
decision-making, goal setting and responsibility, lnterestingly, people who use a
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nursing center often report a high degree of satisfaction with the services and
describe significant changes in their condition or attitude.
Nursing outcomes are the end result of care and a foundation of professional
accountability. They represent a powerful way to examine health care, yet the
language of outcomes is hazy and confusing. Chapter Two provided a review of
the available literature on the subject of outcomes and outcome documentation.

The review demonstrated the diverse range of measurement methodologies used
to define and document nursing outcomes. Application of the review of literature
substantiated my belief that an agency-specific instrument would be beneficial for
measuring outcomes at the Nursing Center.
The majority of work examining nursing outcomes has concentrated on
outcomes related to observable results of nursing interventions. However, as
reported in Chapter Two, these interventions may not take into account an
individual's cultural group. Culturally competent care can make the difference in
whether or not a person utilizes the available services. The importance of
developing a culturally sensitive documentation devise, such as my Tool for
Outcome Documentation is vital to accurately measuring the results of nursing
care. For the purposes of this study, information about the elderly or aging
populations as a specific cultural subgroup was reviewed.
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Chapter Three
Methodology

This chapter presents the methodology utilized for this study. Within the
chapter, the research design and methodology, protection of human participants,

setting, participant selection and data collection instruments and procedures are
presented.
Research Desrgn and Methodology
ln order to answer the research questions, a descriptive research design

that used qualitative techniques was utilized to study the implementation of a tool
documenting outcomes of caring encounters. According to fVlorse, Penrod, and
Hupcey (2000), the use of the qualitative method is appropriate when examining a
complex clinical phenomenon, such as evaluating patient outcomes. ln addition,

the authors substantiate the need for additional outcome analysis projects utilizing
qualitative research, as the use of these research methods in the past has been
limited.

Morse, Penrod, and Hupcey (2000) describe outcomes as being in constant
motion and always evolving and changing. Qualitative analysis methods for the
examination of outcomes all but eliminate the need to make a single diagnosis or

set of interventions by allowing the participant's actual experience to guide the
researcher to a level of understanding. ln today's evidence-based practice, it is
imperative that researchers begin to utilize methods for uncovering themes that
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are based on "soft" rather than "hard" data in order to allow for change and human
personalities.
Baillie (1996) and Burton (2000) also support the use of the qualitative

research method in order to understand how an individual experienres a given
phenomenon. Strauss and Corbin (1gg8) report "the importance of [utilizing the
qualitative methodl is that it provides a sense of vision, where it is that the
researcher wants to go with the research. The techniques and procedure

(method)...furnish the means for bringing that vision into reality (p. 8).
Qualitative methods of data gathering and analysis produce findings not
arrived at by statistical procedures or other means of quantification. lt involves
research about persons' Iives, lived experiences, behaviors, emotions and feelings
as well as organizational functioning, social movements, cultural phenomena and

personal interactions (Morse, Penrod, & Hupcey, 2000; Strauss, & Corbin, 1998; &
Streubert, & Carpenter, 1999). Therefore, the use of qualitative research is well
suited to the docurnentation and analysis of outcomes.
Seffrng

Background lnformation on the Location
The Augsburg-Central Nursing Center for Health Promotion [ACNC] is a

partnership of the Augsburg College Department of Nursing, Central Lutheran
Church and Urban Communities Association of Minneapolis. The ACNC is housed
within the church building located in the inner city. The center is open three times
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per week during hours intended to be convenient to the clients (Augsburg Central
Nursing Center for Health Promotion IACNC], n d.)
The ACNC is described as "a freestanding health service administered and

staffed by nurses [where] nurses carry [the] administrative authority and
responsibility" (ACNC, n.d.). lt is staffed entirely by registered professional nurses

and utilizes other health care professionals as needed for resources, along with
referrals and medical care. There are no appointments or eligibility requirements

and clients are seen on a first come-first serve basis. ln addition, there is no
charge for the nursing care and no time limits on the interactions although
community pressure sometimes plays a role in time allotments.
The ACNC opened in 1992. The faculty of the Augsburg College's
Department of Nursing initially designed the ACNC as a community health model.
The faculty hoped to serve the health care needs within the community and, at the
same time, provide for the learning needs of their students. Fortuitously, the

Central Lutheran Church congregation and staff had become aware of the health
care needs of its congregation and the people that participate in their social
ministries. Central Lutheran Church had expressed a desire to help this population

and began discussions with Augsburg College in 1991 (ACNC, n.d.)
The ACNC's Mission Statement, which is currently being revised, reports that
the ACNC is committed to:
1

.

Help fulfill the command of Jesus to heal the sick.
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lncrease access to primary health care, to promote wellness, and to
prevent serious health problems for adults and children, primarily the
economically disadvantaged population living near the church.

3

Help prepare registered nurses for innovative, professional practice in a

changing and expanding discipline (ACNC, n.d, p. 1).
The ACNC offers free services with the primary goal of improving the
health status of individuals by emphasizing health promotion, wellness and
prevention of illness. The services include, but are not limited to, health
assessment and education, nursing care, referrals, counseling and health
advocacy. Care is directed at addressing health concerns that might
include: nutrition, medication questions, stress management, injuries and
chronic diseases and focuses on promoting health and decreasing the use
of the hospital emergency rooms for routine care (ACNC, n.d.).
Describ ed Operafions of the Sfudy Seffing

The setting for this study was the ACNC. For the purpose of this study, only
the individuals who access the services of the ACNC on Sunday mornings were
invited to participate in the study. The center is open for two hours each Sunday
morning during the hours between church services and primarily serves elderly
church members during those hours of operation.
The center itself is a fairly small-elongated room with a waiting area at one
end. An exam table, two curtained-off areas, the computer and storage space is
crammed into the other end of the room. A desk serves to separate the two areas
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however the entire room is open to view by everyone. This openness facilitates the
informality that is readily apparent and allows for the clients to support one another
and the nursing staff. The small space and cramped quarters reflects the low-

budget, Iow technology operation.
The openness, which allows for Iittle privacy, has been addressed by
recently acquiring a separate space next door to the center that will soon allow for
private conversation or counseling. Clients enter the room primarily through one
door and exit through a second door near the desk. During the research period,

the room was badly in need of a coat of paint and general cleaning. There were
old pictures taken from a calendar or a similar sort of item hanging unframed on
the walls. Various posters, lists and reminders also covered the walls. The lighting
is adequate but harsh. A mysterious sense of orderliness fills the room and clients,

for the most part, are content to wait. The waiting area itself is filled with a curious
assortment of individuals, with church members sharing the space with homeless
individuals in need of clean socks.

The nursing staff is comprised of two paid co-coordinators and a staff of
volunteer Registered Nurses. An Advisory Board provides direction for the
operation and the center is utilized three days a week for a period of two hours
each day. The patient population is widely varled and come requesting a wide
range of nursing services. Medical care is not provided at this center. The primary

focus is nursing care.
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Protection of the Study Participanfs

The participants in this study were elderly members of a Christian church
voluntarily seeking and receiving care in the ACNC. To participate in the study
individual had to meet the following criteria: a) must be at least 65 years of age, b)
repeat recipients of care at the center, c) voluntary consent to participate in the
study.

The Augsburg College lnstitutional Review Board, the Augsburg College
Nursing Department, and the Augsburg-Central Nursing Center Advisory Board

granted initial approval for the study. This was followed by obtaining written
consent from the co-coordinators of the ACNC acting on behalf of the Advisory

Board. Furthermore, verbal permission to be in the center during hours other than
regular hours of operation was obtained from the church where the center is
located.

lnformation regarding informed consent (see Appendix D for a copy of the
consent) was given to all participants in writing. All participants were assured that

the study data would be kept confidential and that they could withdraw from the
study at any time. ln addition, participants were assured that there were no
physical risks and that care would not be withheld if they chose not to participate.
Support was provided throughout the process by the nurse researcher. ln the
event that the participant felt unsupported or threatened during the research
process, support was available from the coordinators ln addition, referrals to
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outside agencies would be offered and facilitated either by the nurse researcher or
the center coordinators.
Participant Selection
Convenience "sampling" was utilized in this study. Streubert and Carpenter

(1999) noted that either convenience or purposeful sampling is used most
commonly in qualitative studies. This type of sampling allows the researcher to
include participants who illuminate the phenomena being studied and represent a
cultural group of interest. The sample is chosen from participants who are readily
available and considered information-rich cases for study in depth (Knapp, 1998; &
Streubert & Carpenter, 1999). Given the descriptive nature of qualitative studies,
the participants are encouraged to talk freely and without reservation.
The sample included six members of the community who regularly utilize
the services of The ACNC on Sunday mornings. lndividuals who had previously
volunteered to participate in the study were offered that opportunity until a sample
of six was obtained. These participants were advised prior to the start of the study
that participation would continue for a period of three months. Participation in the
study did not require that the participant utilize the services of the ACNC on a
weekly basis. Data were obtained only on the Sunday mornings that the
designated participant chose to utilize the services of the ACNC and continued in

this manner until the end of the three-month study period.
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Data Collection lnstruments and Procedures

A variety of techniques can be used in qualitative research, including
interviews, conversations, observation, and focused meetings. ln general, the
minimum structure and maximum depth strikes a balance between keeping a

focus on the research issues and avoiding undue influence on the participant"
Therefore, for the purpose of this study, the researcher was intent upon

establishing rapport and empathy while gaining in-depth information. Observation,
conversation and short-directed interviews were the three approaches used to
gather the data for this study.
lnstrument: The AC/VC Outcome Taol

The documentation instrument (see Appendix A for a copy of the tool) was
comprised of a numerical scale to document the patient outcomes associated with

care provided by.registered nurses in the ACNC. The ACNC Outcome Tool was
developed utilizing domains identified during interactions between the ACNC
community and myself as the researcher. lndicators identified by Watson (1988;
2OO2)

as useful in assessing and measuring caring along with components of her

ten "Carative Factors" (Watson, 1988, p. 75) were merged into the tool. The

researcher incorporated a 1997 British study which clearly identified outcome
variables including: physical health, psychosocial functioning, satisfaction, health
behavior and knowledge, service utilization, functional status and well-being

(French, 1997).
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The study took place during routine encounters with the ACNC and, for the
most part, involved conversations, observation and short directed interviews
related to quality-of-life and participant satisfaction. The information provided
during the visit was then assigned a numerical rating by the researcher based on
the established indicators and recorded on the tool itself. The participants did not
see the tool and were not consulted during the rating process except in the
Quality-of-life and Patient Satisfaction domains. The encounters themselves were
on varying length and additional comments were recorded in field notes.
Functional
Functional measures are related to activities of daily living [ADL], mobllity
and communication. The individual functional level was noted as the ability to
achieve up to seven ADL's utilizing a S-point scale with the higher the numerical
designation indicating a higher number of ADL's the individual was able to
complete. Dressing, self{oileting, laundry, ability to use the telephone, ability to
access transportation, ability to prepare meal and shop for food, ability of manage
money and ability of self-administer medications were the indicators chosen as
activities of daily Iiving.
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Table 3-1
lndicators for Docu

tation within the Functional Domain

Level

lndicator

1

Participant is unable to complete any of the identified self-care
activities

2

Participant is able to complete any one or two of the listed self-care
activities without assistance.

3

Participant is able to complete any three or four self-care activities

without assistance of another.
4

Participant is able to complete any five or six of the listed self-cares
activities without assistance.

5

Participant is able to complete all nine self-care activities of daily
living.

lndicators for this domain were based on French's (1997) study that
examined the measurement of patient outcomes in Britain. Clarifications leading to

a numerical assignment examined dependency, self-care and capability and could
include such questions as "Are you having trouble with the bus" or "Vfhat kind of
trouble". The participant then offered additional information, which allowed the
researcher to determine what activities of daily living were impacted by the

reported difficulty. Participants were asked to clarify any comment potentially
related to the functional status indicators.
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Physiological
Utilizing a S-point scale with the higher the number, the lower the disruption
due to physical impairment, individual participants were assessed by the

researcher for a percelved state of physical health with focus on actrvities of daily
living. What was important in this domain was not the actual ability to complete the
activities of daily living, but the presence or absence of physical problems that may
potentially hinder the participant's ability to perform self-care activities.
"Physiological" was chosen for this domain in contrast to physical health status to
keep the focus on patient outcome rather than the physical health status. The
same seven self-care activities identified in the functional domain were utilized for

documentation in this domain.
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Table 3-2
lndicators for Documentation within the Ph vsiological Domain
L

lndicator

1

Participant has one or more physical problems, which prevent
performing any of the identified daily living activities.

2

Participant has physical problems but is able to complete any one or
two activities of daily living.

3

Participant has physical problems limit self-care activities to three or

four of the listed actions.
4

Participant has physical problems, however, they are well managed
and participant is able to complete five or six of the nine activities.

5

Participant reports a high quality-of-life and is able to complete all
nine self-care activities.

Documentation within the Physiological domain relates to the processes
that maintain life. For the purpose of this study, physiological refers to health
status as it relates to the individual's ability to perform ADL's. Watson's carative
factor: Assisting with gratification of human needs...recognizing and attending to
the physical... needs of the client" (Watson, 1988,

for the indicators within the Physiological domain.

p

75) provided the framework
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Psychosocia/

The participants were assessed for their ability to interact with others on a

longterm basrs. This assessment was completed utilizing a S-point scale with the
higher the number, the greater the length of time the individual was able to

maintain a relationship. ln other words, the higher the score, the higher the months
or years the individual was able to sustain a relationship with others.
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Table 3-3
lndicators for Documentation within the

ychosocial Domain

Level

lnd icator

1

Participant is unable to interact with family or others.

2

Participant demonstrates difficulty interacting with others however, is
able to interact with others while performing activities such as
shopping, riding a bus or paying bills.

3

Participant is able to interact with others but only on an intermittent
basis. Needs time and distance from others and is not in a longterm
sustained relationship.

4

Participant is able to interact with others on a shortterm basis of
less than three months. May have close friendships or relationships
but has difficulty maintaining these relationships for prolonged

periods of time.
5

Participant is able to interact with others on a long-term basis of
more than a three-month period of time. These relationships may

include marriage, domestic relationships, work relationships,
relationships with extended family members or sustained friendships.

Psychosocial outcome indicators refer to the patterns of behavior,
communication and relationships both intrapersonally and interpersonally.
Some examples of concepts related to this domain are: coping, social contact, and
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social functioning. lncorporation of these concepts into an informal conversation,

possibly about an upcoming holiday or event, provided the researcher an excellent
opportunity for assessing the presence or absence of sustained positive
relationships.

Watson's carative factor: "Developing a helping-trust (human care)
relationship. This kind of relationship involves effective communication, empathy,

and non-possessive warmth" (p. 75) provided the framework for the indicator
within this domain. lndividuals who related an inability to find and keep
employment were rated on the basis that on employment is one type of
relationship. However, if that same individual has sustained a marriage or other
intimate relationship their rank was adjusted accordingly. lndividuals without stable
housing were questioned further about the presence of a supportive longterm
relationship.
Behavior
Nursing care is only as valuable as the individual's motivation to participate

or be involved in personal care and necessary lifestyle changes. Behavior may
include participation or involvement in care, Iifestyle choices, skill or attendance
and presence at educational offerings. The interest of the participant in improving

their current situation was measured utilizing a S-point scale. The higher the score,
the greater the participant's on-going efforts to improve their situation.
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Table 3-4
lndicators for Documentation within the Behavior Domain
Level

lndicator

1

Participant is not interested in improving his or her current situation.

2

Participant verbally expresses an awareness of the need for change
but does not actively seek out ways to improve his or her current
situation.

3

Participant has actively sought out assistance or intervention from

others in identifying potential methods of making change.
4

Participant has instituted at least one positive behavior change as a
way of improving his or her life situation.

5

Participant maintains on-going efforts to improve his or her current
situation by initiating two or more contacts with sources of
intervention. Participant is open to participation and is involved in
care, lifestyle changes, and skill acqursition.

ln the Behavior domain activities, skills, and actions presented by the

clients are included in the assessment process. This domain refers to the
application of information and skills, problem solving, motivation and competence.
The first step in changing any ingrained behavior is the awareness that a potential
problem exists and that there are other options in life. The standard for moving
between the levels in the behavior domain is an increased awareness that a
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problem exists. Levels two through five represent movement from an initial
willingness to explore behavior changes through active participation in changemaking activities. Participants may offer information such as "l callsfl AA" or "l
trying to eat less meat" as representative statements for level four.
Watson's (1988) carative factor: "instilling faith and hope. Feelings of faith
and hope promote wellness by helping the client adopt health-seeking behavior"

(p 75) ln this carative factor, Watson

(1988) maintains that the idea of individual

healing can be strengthened through an authentic caring relationship. Activities

that promote health and hope are key to a clients willingness to strive toward
change.

Knawledge
Requests for health information related either to the condition; treatment,
medications or available services were documented utilizing a S-point scale. The
higher the score, the greater the participant's interest in health education.
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Table 3-5
lndicators for Documentation within the

wledqe Domain

Level

lnd icator

1

Participant does not express an interest in health education.

2

Participant expresses an interest in health education by requesting
learning opportunities either related to the condition, treatment,
medications or available services

J

Participant actively sought out health education by requesting
educational materials on one or two specific topics.

4

Participant actively sought out health education by requesting
educational materials on three or four specific topics"

5

Participant actively sought out health education by requesting
educational materials on five or more specific topics.

Knowledge refers to the cognitlve level of understanding of the client. lt may
refer to the individual's knowledge about diet, medication, disease processes or
treatment. This domain is particularly important as earlier discharge from the
hospital carries the expectation that clients will provide an increased amount of
care for themselves. Much like the behavior domain, the indicators reflect the
individual's movement from a lack of interest in health information to full
participation rn the knowledge domain. Level two starts the process with
documenting that simple interest. Levels three through five move the participant to
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a proactive status. Levels three and four are clearly differentiated by the number of

topics on which the individuals wishes information. Client comments such as "l've
got high blood pressure, what should leat", or "Tell me more about Zocor" would
facilitate assignment of the proper level. The framework for this domain comes
from Watson's

(1

998) carative factor: "promoting interpersonal teaching-learning"

(p 75) in combination with

guidelines taken from French's (1997) examrnation of

studies which measure patient outcomes.
Safety
For the purpose of this study and the development of the Outcomes Tool,

safety was defined as it relates to falls or injuries. Utilizing a S-point scale, the
participants were assessed for the actual presence or absence of injury or a loss
of function related to an

injury. The higher the score, the higher the months since

the individual sustained a fall or other injury.
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Table 3-6
with
Level

lndicator

1

The participant reports he or she sustained an injury or loss within

the period of one month before the encounter.
2

The participant reports he or she sustained an injury or loss within
one to two months of the encounter.

3

The participant reports he or she experienced an injury or loss wlthin
two to three months of the encounter.

4

The participant reports an injury or loss within three to six months of
the encounter.

5

The participant reports no injury or loss for a period of time greater
than six months before the encounter.

Many nursing interventions related to safety, especially in the elderly
population, are targeted at fall prevention. The use of more complex medication
and equipment at home, plus the ever-increasing aging population within the
United States, makes safety a critical concern. lndications within the domain were
identified utilizing Strickland's 1996 study that applied Watson's Theory of Caring

to providing services to the elderly.
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Su pplement

Additional comments within the Quality-of-life and Patient Satisfaction
domains, if offered by the participant, were recorded on the Outcomes Tool
Supplement (see Appendix E for a copy of the Supplement).
Quality-of-life
Quality-of-life incorporates human freedom, choice and responsibility within
a context of interhuman events, processes and relationships. lt incorporates

human responses to situations, including health or illness. Furthermore,

in

Watson's theory, human caring and the associated values; will; and commitment

to knowledge; action and the acceptance of consequences directly impacts on an
individuals perception of his or her own quality-of-life (Watson, 1988).
The participants were asked to rank their perception of their quality-of-life.
Utilizing a S-point scale for scoring, the individual assigned his or her Iife a score

for quality. The higher the score the higher the perceived quality-of-life. The
researcher recorded additional comments or information as offered by the
participant on the Outcomes Documentation Tool Supplement. This information

was unsolicited and not in answer to any question other than the request: "On a
scale of one to five with one being very poor and five being excellent, please rate

your quality of life." The terms poor, fair, good and excellent are subjective and
can only be defined by each individual participant.
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Table 3-7
lndicators for Documentation within the Qualitv-of-Life Domain

Level

lndicator

1

The participant ranks his or her quality-of-life as very poor.

2

The participant classifies his or her quality-of-life as poor.

3

The participant gives his or her quality-of-life a grade of fair.

4

The participant rates his or her quality-of-life as good.

5

The participant classifies his or her quality-of-!ife as excellent

Patient Safrsfacfion
Patient satisfaction data is considered an acceptable part of all outcome
documentation efforts. Although satisfaction does not actually measure the results
of an intervention, it is considered by some an important measure of quality
issues. Regulatory agencies, such as the Joint Commission of Accreditation of
Healthcare Organizations, examine patient satisfaction as a quality indicator.
Satisfaction is considered by the American Nurses Association as a nursesensitive outcome and there appears to be a high correlation between patient
satisfaction and care (Huston, 1999; Oermann, & Huber, 1999).
As with the Quality-of-Life field, the patient satisfaction domain was self

rated by the participants. Participants were asked to rate their satisfaction with the
services provided by the researcher on a scale of one to five with one being not at

all satisfied and five, very satisfied. The participants were offered the opportunity
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to comment on the service and the researcher recorded their satisfaction level with
notes on the Outcomes Tool Supplement.
Table 3-8
lndicators firr

n within the Patienf Safisfaction Domain

Leve!

lndicator

1

The participant claimed no satisfaction with the care provided at
ACNC

2

The participant was minimalty satisfied with the care provided at
ACNC

3

The participant felt he or she was moderately satisfied with the care
provided at ACNC

4

The participant was satisfied with the care provided at ACNC

5

The participant was very satisfied with the care provided at the
ACNC

Data Collection Pracedure
After receiving informed consent from the participants, nursing care as
requested by the individual participant was provided by the nurse researcher. For

the next three months, each time one of the participants utilized the ANCN for
care, the nurse researcher provided the requested services. The researcher did
not single out individual participants. The participant themselves requested the
nurse researcher by saying, "l'm waiting for Karen." This procedure for requesting
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a specific nurse is not out of the ordinary within the setting since clients frequently

request the nurse with whom they have developed a caring relationship.
The actual procedure for data collection consisted of seven steps:
1

.

Participant enters the ACNC and requests services of the researcher. Each
encounter was initiated by the participant and not required on a weekly
basis. There was the assumption that all care was provided within a
transpersonal caring moment.

2.

The researcher provides requested service, for example a blood pressure
reading. As part of this encounter, observation as a form of data collection
was utilized. ln addition, informal and unstructured conversations were
incorporated into the caring moments. The informal conversation was
directed by the participant and could incorporate any topic they wished.

The more formal conversation was directed by the nurse researcher and
focused on clarification and insuring that in information required for ranking
the domains.

3.

More formality and structure was utilized to obtain data within the Quality-

of-Life and Patient Satisfaction domains. Two direct questions were asked.
"How would you describe your quality-of-life?" and "How satisfied are you
with the services provided here at the Nursing Center?" The participant

then ranked himself or herself within the domain. The researcher then
immediately recorded, in the presence of the participant, the additional
comments within these two domains on the Outcome Too! Supplement.
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lf the information necessary to rank one or more of the domains was

missing, the nurse researcher moved the conversation toward the
information needed to rank that domain by including the domain in the
conversation. The researcher did not ask direct or leading questions, but
rather included the topic within the natural flow of the conversation. For
example, if information was needed in the behavioral domain, the
researcher rnight ask: "We talked about going for a walk last week. Did you
think anymore about it?"

5. At the completion of each encounter the researcher

immediately rated the

domains according to the information volunteered by the participant. Each
domain was assigned a numerical rating based on the participant's verbal
statements and the nurse researcher's observations. The actual rank was
based on the designated indicators set out within the tool itself.

6. The researcher kept detailed field notes with additional

observations,

information and data to contribute to the analysis process These notes
were written at the end of each session of the ACNC and included
descriptive and focused observations, personal reactions, and verbatim
quotation from the conversations with the participant. These field notes

were kept at the researcher's home and not shared with other ACNC staff.

7.

The field notes were transcribed onto cards within one week of each
encounter.
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Data Analysis

The data were analyzed continuously throughout the duration of the study.
This analysis included documenting key reflections alongside the tool and within
the field notes so that the data could be revisited later and accompanying features

explored. Content analysis was utilized to clarify ambiguity and examine ideas.
This content analysis process included. (a) identifying patterns to determine
themes; (b) on-going review throughout the study; (c) examining historical and
cultural insights; (d) developing a coding system to analyze personal interactions'
and (e) identifying personal biases (Neuendorf, 2002; Rubin, Rubin, & Piele,
1

ee0)

Additional abstraction and condensation of the data were accomplished
utilizing Colaizzi's (1978) seven-step framework for analyzing qualitative data. The
proced ural steps_ of Colaizzi' s framework are :

.

1.

Read the text to understand

2.

Extract significant phrases or statement about the phenomena being

it.

studied.

3

Formulate meanings for each statement.

4. Arrange

the formulated meanings into clusters of themes.

5.

lntegrate all the ideas into an exhaustive description of the experience.

6.

Reduce the exhaustive description into an incontestable statement of the

fundamental structure of the phenomena.

7.

Re-examine the data to validate the findings (Colaizzi, 1978; Webb, 1999).
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Trustworfhrness a nd Rigor

Koch (1994) marntains that to establish trustworthiness of a study such as
this, three issues are important: credibility, transferability, and dependability. The

credibility and dependability may be evidenced to some degree in the explanation
of the decisions made in the design of the study and in the maintenance of a
personal journal by the researcher. This journal was used to explore experiences,
dilemmas and encourage personal learning and exploratron through the study

period. Bias, although impossible to control completely, was dealt with through the
use of bracketing.
Streubert and Carpenter (1999) agree with the Koch (1994) and provide an
excellent explanation of transferability as the probability that the study findings will
have meaning to others in similar situations. ln addition, Streubert and Carpenter
(1999) maintain that a fourth element is needed to demonstrate trustworthiness:
confirmability.

The pre-existing transpersonal relationship between the researcher and the
participants was key to maintaining trustworthiness in this study. A high level of
trust was already established between the participants and myself. I had
demonstrated over and over to the participants that I could be trusted with
confidential information and that I was willing to discuss concerns with the
coordinators. This trust was key to the participants willingness to volunteer to
participate in the study. Therefore, it is assumed that all care was provided within a
transpersonal caring moment.
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Bracketing

The very nature of qualitative research demands that the researcher
become immersed in the lived experiences of the participants. This immersion
requires sensitivity to the participant's actions or reactions and an awareness of
the vulnerable position into which the research may be put. lt is the collaborative
nature of qualitative research, with its active participation by the participants and

emotional involvement by the researcher, which generates rich data. However, the
researcher must always be aware of his or her potentiat biases and emotional
reactions. This deep awareness requires inner strength and support throughout

the research process (Strauss, & Corbin, 1998; Streubert, & Carpenter, 1999).

The use of procedures such as bracketing, which requires reading and rereading of the subjective data and field notes, provides a way for the researcher to
identify potential areas of vulnerability The actual process of bracketing allows the
researcher to steer away from the confines of technical or personal experiences,
avoid the standard or acceptable way of thinking about a phenomena and

maintains the focus of the data. ln addition, bracketing allows for clarification or
elimination of assumptions, facilitates listening to what the participants do and say,
encourage the researcher to look underneath the obvious when analyzing the data
and facilitates the discovery of themes and categories (Hannersley, & Atkinson,
1

995; Strauss, & Corbin, 1998; Streubert, & Carpenter, 1999).

The researcher utilized a Masters prepared nurse from another state for
support throughout the research process. ln addition, a physician, an Adult Nurse
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Practitioner, four individuals with Divinity degrees encouraged the researcher to
explore her personal responses, reactions and weigh the risks or benefits. Finally,
a background course in Medical Ethics and phone calls to a former ethics
professor completed the network of support and self care.

Summary
The use of the a descriptive research design that used qualitative
techniques allows the researcher to explore the phenomenon of interest and
describe aspects of human nature, culture and relationships that could not be
explored using quantitative methods. Using the qualitative technique, while
presenting a challenge for the researcher, allowed for in-depth exploration into the
phenomenon of caring and documentation of the effects of the caring moment
utilizing a standardized tool.
Chapter Three provided the background for the study itself: including
information on the setting and the participant selection process. An indepth
discussion of the data collection instruments and procedure along with the
identification of sources with contributed to the tool development were discussed.
Finally, the process used for data analysis was discussed. Chapter Four reports
the findings of the study and the application of those findings to Watson's
theoretical framework and ten carative factors.
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Chapter Four
Findings
ln contrast with other methods of research, the analysis of data in
qualitative methodologies begins during the data collection process During this
phase of the study the researcher listens to the information offered by the
participants and, from that point on, is unable to separate the data collection from
the analysis. The process requires the researcher to locate findings that are often
difficult to search out. ln order to do that the researcher becomes immersed in the
data and works to separate his or her personal beliefs and assumptions from the
actual findings (Bazerman, 1988; Sandelowski, & Barroso, 2002; Streubert &

Carpenter, 1999.
Chapter Four presents the results of the investigation of the effectiveness of

a researcher-designed tool to document the outcomes of caring encounter on the
lives of individuals of individual who utilize the ACNC both during one encounter
and also over time. The data were obtained employing the Augsburg-Central
Nursing Center for Health Promotion Outcome Tool [Tool]. lnformation pertaining

to patient satisfaction and personal perception of quality-of-life was also recorded
during each encounter. ln addition, field notes were used to record the particulars
within the eight domains along with the researcher observations and reactions.
Watson's Theory of Human Caring was used as the theoretical framework
for the study. This theoretical framework reflected the suitability for providing care
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and measuring outcomes in a culturally specific group of individuals (Kyle, 1995;

Strickland, 1996). The focus of the tool itself was on indicators believed to reflect
the caring acts that could potentially nurture healing and wholeness. Watson's

theory provided a context suited to the evaluation of the outcomes of care and
caring encounters.
I

n

div i d u a I P a rticrpanfs

Reporting the raw data from the actual Outcome Tool in the form of tables
is not intended to quantify the results but as one way to demonstrate and describe
the outcomes. These tables present the actual data in pictorial form and provide a
way for the data to be transformed into patterns and facilitate the actual analysis

process. These patterns can reveal changes as well as document the outcomes
themselves.
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Table 4-1
Outcome Data from Participant 1 [P-1]: an 80-year-old Caucasian male who has

struggled with a chronic progressive illness for over 25 years.
Encou nter Number
3

tr

Domain

1

2

Functional

5

5

5

5

Physiological

3

4

3

3

3

3

Psychosocial

5

rJ

J

J

tr

5

5

Behavioral

4

3

5

5

5

5

Knowledge

2

J

2

3

3

3

Safety

4

4

4

4

4

4

Quality-of-life

4

4

4

4

4

4

Satisfaction

4

5

tr

4

4

4

t-

4

b
5

Note: The higher the score the greater the level of well-being

Functional and Physiological

The change within the Physiological domain in encounter number two
indicated a change in medication regime which temporarily improved the
participant's ability to perform ADL's. Although this participant reported being able
to complete all seven ADL's, his physical condition sometimes affected his ability

to actually complete the activity. P-1 described ways in which he achieved his
ADL's by stating: "When my medicatton isn't working, I can barely walk, much less
worry about shopping or cooking" and "Even though l've been sick for almost

twenty-five years, l'm glad I can stil! take care of myself.

I\Xy

wife does some things
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around the house that I can't, but I can help with the laundry." P-1 also related the
following: "l'm glad I can still manage to get to the bathroom on time...l can ride

the bus...and no one needs to help me with my medications, Thank God!"
Psychosocra/

This participant readily described his long-term friendships, marriage and
relationships with family. P-1 recounted, "My wife and I have been together
forever. Even before we got married we were together." "l have some friends that

I

meet at [a coffee shop], we sit and talk and 'solve the problems of the world'. l'm

really very lucky, they stand by me." Also, "l come to church every Sunday to see
my friends, my church is an important social place along with the place to worship
God."

Behavior
P-1 demonstrated varying degrees of involvement in self help type activities.

Encounter number two indicated the participant's frustration with not being able to
"be young again". That week the participant was having more physical side effects
of his chronic medical problems than in other weeks. However, he was willing to
explore potentially beneficial changes and reported making those changes during
encounters three.
P-1 demonstrated his willingness to be involved in making behavior changes

through statements such as: "lt's my job to get out of bed each morning...no one
can do it for me." "l go for a walk almost every day, it keeps me moving and that's
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very important when you have [a chronic disease]." "l take my medication when
l'm supposed to, if I don't it's my own fault."
Knowledge

This gentleman managed on a daily basis to deal with his progressive
neurological disease. He was and is very knowledgeable about his condition and,

therefore, not in need of a great deal of health information. However, he continued
to discuss his medication and its side effects. Plus, in encounters two, four, five
and six he requested information on one or two additional subjects.
Requests for information included: "l know a lot about [the chronic disease] but

there's always new things to learn." "l couldn't take [a specific medication] but

I

heard there was a new one that does the same thing." ln addition, P-1 asked,
"What other exercise can I do along with my walking?"
Safefy
P-1 reported a fall approximately three months prior to the start of the study.

Therefore, the numerical rating remained constant as the fall occurred within the
identified three to six month period.

Safety lssues were addressed by P-1 through the following statements. "l
worry about having anotherfall." "My balance isn't as good as it used to be...l
won't use a cane." "My wife worries about me going out alone so much...but

I

need to do it.' P-1 also offered the following statement pertaining to safety
concerns: "People think l'm retarded or something. They walk by and ignore me.

I

Caring
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thinkthey think l'm drunk or ffa;-y. Sometime lwonder'What if I trip or
something...will anyone help me?"
Q u ality-of-life

(Patie nt's perce ptio n)

Throughout the study period, P-1 described his quality-of-life as good, rated

as a level four on the tool. Comments documented on the Outcome Tool
Supplement included: "l'm really very lucky. lcan walk, have a nice home, a good

wife, God in my life and my health. How can I complain?" "My quality-of-life is
good. lt would be excellent if I didn't have [the chronic disease] and was younger.
But, 'for an old man' l'm okay." During the final encounter, P-1 elaborated by
saying. "l think lhave a good quality-of-life because I have God to help me." "t
think that quality-of-life has to do with accepting things the way they are and not

fighting against the flow, I might not like having [the chronic disease] but I do. So

t

just accept it and get on with my life."
Patient safrsfaction (Patie nt's perce ptio n)
P-1 was satisfied or very satisfied with the care provided at ACNC.

Comments such

as: "You girls are wonderful" and "l really like seeing

you"

peppered the four encounters. Specific comments in response to being asked his
perception of the care included: "l like coming here. You girls always smile and are
friendly." "l appreciated your help this morning; especially the hug. lt's been a hard

week [because a friend died] but I knew you would listen." And, "you girls really
care about me. I know that because you listen to me and touch my arm and never
make me feel like I have to hurry. Plus, you open the doors early 'just for me.'
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of Participant One

Participant One maintained that, although his disease and the associated
disability are advancing, his quality-of-life was good and he was still able to
perform all his own activities of daily living [ADL] without assistance. P-1 has
utilized the services of the ACNC for many years and reports overall satisfaction
with the services provided there. Although it appears that P-1 did not express an
interest in health education, this partlcipant attended a disease specific support
group that provides numerous educational opportunities. He did request

information on specific topics of interest and attempted to institute life style
adaptations associated with this new knowledge.
There is an apparent conflict noted between P-1's ability complete self-care
activities and the fact that his chronic physical problems !imit his ability to complete
all ADL's. Although this may appear at first glance to be a discrepancy, it is
however directly related to this individual's desire to continue caring for himself

and positive outlook on Iife. His personal perception is clearly evident when he
rates his quality-of-life as good.
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Table 4-2
Outcome Data from Participant 2 [P-2]: a 60+ year-old Caucasian male who
generally utilizes the services of the ACNC on a weekly basis.
Domain

1234

Function

5

5

Enco unter Number

5678
55555555

I

10

Physiological 5

5

54555555

Psychosocial 5

5

5

5

555555

Behavioral

2

2

2

2

111122

Knowledge

1

3

3

3

3

3

4434

Safety

5

5

5

5

5

5

5

5

55

Quality-of-life 4

4

4

3

4

4

4

3

3

3

Satisfaction

4

4

4
4
4
Note: The highe r the score the greater the level of well-being

4

4

4

4

4

Functional
Participant Two maintained that he is able to complete all nine designated

ADL's. He related "l may be getting older, but I can still take care of myself,

"

"Thank God, I can walk, and think and go [placesl...l'm dreading the day that

I

can't take care of myself." "l go out...l either take the bus or lwalk. t Iike to go
downtown and look in the stores. I don't buy much...l like to save my money to go
[to an outside activity]. I went just the other day. I took the bus from downtown." P-

2 also offered the following information that led to the ranking of five within the
functional domain: "l don't have a wife, so lhave to do my own wash and
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cooking. I don't cook much, I usually go out to eat." And, "l manage to get by...l'm

not rich, especially with the stock market down, but I manage my money well and
get by."
Physiological
The participant generally reported a high quality-of-life. ln encounter four,
however, the participant was dealing with some unexpected and potentially life
threatening news. He admitted to being depressed and having a high level of
anxiety that affected his ability to perform ADL's at his usual high level. He
reported a low level of activity in general and a lack of desire to prepare meals, do
laundry, shbp and go out of the house. These issues resolved themselves when

his physician told him not to worry about the results of his medical test..
The following comments facilitated the ranking within the Physiological

domain as five: 'll'm really healthy. lworry about things but al!-in-all I'm okay." "l
went to the Emergency Room the other day. My heart was beating too fast. They

told me I am fine...but lworry about it...the tests were all negative. l've got to find
something to keep busy." "At least l'm healthy and can still travel if lwant to...l can

still go to [an outside activity] with my brother. l'm glad l'm not old and feeble"..just
old!" The rank of four in encounter number four was assigned based on this
comment: "Well, it's all downhill from here. lf I have [a serious medical problem]
my life is over. l'm not going through all that [signifying the treatment regime]."
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Psychosocia/

This participant readily described his long-term friendships and relationships
with family. Statements supporting this included: "My brother and I are really close.

We go places together and enjoy being together." "l like coming to church every
Sunday. I get to see people l've known for years." "My brother and I went [an
activityl last week. We had fun. lt was good to see him...he's a good guy." I eat at
the same places and see the same people. It's good to talk to them and find out
what's going on."
Behavior
P-2 readily admitted to being unhappy in his current living situation. He
described himself as anxious but felt powerless to change this. For the rnost part,

he reported being interested in changing things but admitted to being unwilling to
seek out activities that may help. ln encounters five through eight, Participant Two
again reported not being interested in improving his current situation. This change
was precipitated by the news of the potentially lifethreatening event described
above. P-2 requested educational information but did not desire particulars on
resources where he had to be an active participant.
Statements that supported the assignment of a rank of one or two were: "l

have [a cardiac problem]. What causes it?'"lwas a [healthcare professional] so
know a lot about this" and "What do mean...volunteering may help. Ijustwant

some information to read or better yet, for you to tell me [that information]. I don't
want to go to any meeting or anything like that!"

I
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On June 16, 2002, P-2 brought in some lab tests and requested information on

the test itself and treatment options. During the ensuing conversation , P-Z made
statements such

as "Does it mean its cancer?...1 know it is...The doctor wants to

repeat the test in three months. Why doesn't he do something now?" Educational
instruction served only to inform the client, however suggestions for coping with
unpleasant information or situations were met with resistance. "ljust want the
doctor to do something...l don't even want to think about things I could do to help
make the time pass quicker." The ensuing encounters, with a ranking of two,
demonstrated a slightly increased willingness to hear and process feedback.
Knowledge

As reported above, P-2 was open and willing to receive knowledge. The
primary reason P-2 came to the ACNC was to have his blood pressure taken by
one of the nurses. Encounter number one, with a rank of one, represented P-2

being in a hurry to leave the ACNC. However, during the remaining nine
encounters P-2 requested information on blood pressure, atrial fibrillation,
prostrate cancer, Prostate-Specific Antigen [PSA] and cholesterol. He would

request the same information week after week and ask for clarification on topics
he had discussed the week before. ln addition, this gentleman sought out
information on-line and at his local library.
Safefy
P-2 denied any falls, injuries or loss of function during the period of greater

than six months prior to each encounter. This reality resulted in the safety domain
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being assigned a rank of five throughout the study period. lnformation within the
domain was volunteered during discussions that originated during the actual

caring behavior of taking the participant's blood pressure.
Some statements made during these conversations included: "Thank God

I

can walk downtown," and "l feel sorry for [another individual]...he's got some much

trouble walking today. l'm grateful for each day I can walk without problem." P-2
also offered the statement "At least I haven't had to go to the Emergency Room
with a broken leg or something" as part of a conversation about heart problems.
Qua

lity-of-life ( Patie nf 's perc e ptio n)
Participant Two's perception of the quality of his life vacillated between a

distinction of fair and good- For the most part, this fluctuation did not correlate with
life events surrounding the encounter. During the encounter just after receiving the

potentially serious results from a medical test, the rank changed from good to fair.
However, the rank returned to good and remained there throughout the remainder
of the research period.

When asked about his perception of the quality of his life, P-2 responded
with these comments. "The only thing that would make my life good would be if

I

could work again. I miss that weekly paycheck" "My life hasn't been as good since

the stock market fell. I worry about money and think about how much I lost" "lt's

fair. I worry about my heart." And, I don't know what I could do to make my life
better. l'm not twenty you know."
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Patient safrsfac tion (Patients perce ption)

Participant Two was satisfied with the care he received at the ACNC.
Throughout the study period he consistently reported a four: satisfied. ln answer to

the question: "What could we [the staff at the ACNC] do to make you more
satisfied?", P-2 responded "Nothing as far as I know. lsn't satisfied good?" "The
only thing I can think of is for you to spend more time with each person. That's
hard though when people are waiting." This last comment was made the week that
P-2's perception of the quality of his life was fair.
Additional comments made by P-2 included: "l guess if you had a doctor
here that might help." "You ladies do a wonderful job, I don't' have any
suggestions." And during the final week of the study, P-2 reported: "l hate it when

'that crazy lady' gets here before I do. Then I have to wait while she talks and talks
about nothing, I think she should come at the end when the church members are
gone.

"

Summary of Participant Two
Participant 2 tP-21 described his primary concern as his blood pressure, which
fluctuates within normal limits. He was open to educational opportunities and
requested information, at the rate of two to four subjects per encounter. During the

week proceeding encounter five, P-2 received the results of a medical test that

could indicate a life threatening illness. His perception of the quality of his life fell
from good to fair as he dealt with the fear surrounding this

event.

P-2

consistently expressed a desire to improve his life situation. He requested
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information week-after-week, many times on the same subjects; however, he did

not appear to actively participate in his care as evidenced by utilizing the
information to make lifestyle changes. The participant related that this had been
his pattern throughout life, that of wanting change but expecting someone else to
do the work. He related that this behavior affected his work life and his
interpersonal relations. P-2 was able to maintain long-term relations with others
and maintained close ties with his siblings.
Table 4-3
Outcome Data from Participant 3 [P-3]: a 76-year old Caucasian female who
utilizes the ACNC for support and care on a regular basis.
Encounter Number
Domain

1

2

3

4

5

6

Function

5

5

5

5

5

5

Physiological

5

5

5

5

5

5

Psychosocial

5

5

5

J

Behavioral

2

2

2

2

2

2

Knowledge

2

4

3

3

5

4

Safety

5

5

5

5

5

4

Quality-of-life

3

3

4

4

3

4

Satisfactron

4

4

4

4

5

4

5

Note: The higher the score the greater the level of well-being

Functional
P-3 reported that she could complete all ADL's with assistance. Although
she does say "lwish lwere twenty years younger. lcould workfor hours but now

I

Effects of

Canng

90

get tired too quickly." Additional comments about completing ADL's included, "l'm
glad that I can still take care of my husband. lt's harder than it used to be but I still
manage." "My husband does the driving, but I do the errands once we get there."
And on June 30, 2002, she related: "l know that some day lwon't be able to take

care of myself, but for now,

l'rJr

just glad I can."

Physiological
P-3 denied physical problems that affect her ability to perform ADL's. She

described her life as high quality with statements such as: "l can do everything at
home...only slower," and "Thank God, lcan still take care of my husband." "l'm not
Iooking fonruard to the day when someone has to cook and clean for me." "l know

I

have a problem with being anxious. But, that is not really a physical problem, is it?
It doesn't affect my ability to take care of myself ... you know dressing or taking a
bath."
Psychosocra/

Participant Three described a longterm marriage and good relationships with

family and friends. She reported maintaining friendships with individuals she knew
twenty or thirty years ago. This information was discerned during conversations
with P-3 in which she told stories about her daughter and her recent travel
experiences. Her stories contained the following statements: "My husband and

I

have been married for [many] years. We are still friends and that's very important
in maintaining a long marriage We go everywhere together now that he is retired."
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"We had fun on our trip. I know I didn't want to go, but l'm glad I did. Nothing can
replace the time we spent together with our daughter."
P-3 offered the following evidence of long-term friendships and church
relationships. "We come to church most Sundays. lt's a good chance to see
everybody and it starts out the week out on a good note. Something's missing
when we don't get here." "We don't see our friends as much as I would like. lt
seems that we are all too busy. But, that doesn't mean that I don't think about
them."
Behavior
P-3 expressed verbal interest in improving her current situation, but has not

yet sought out assistance or interventions to precipitate those changes. She
acknowledged the need for adaptations in her life to allow her to accommodate to
the aging process and other changes in her life. However, when offered
suggestions for potential resources P-3 reported being "too busy" or "not like those
people" and, therefore, did not actively participate in making the necessary life
changes or accepting her current situation.
Statements such as these indicated a score of two in all encounters during the

study period. "l've always been anxious and nervous. lguess l'll always be like
this. I know I could do something about it, but l'm too old to change now." "You tel!
me about groups and thlngs I could do to make myself less anxious, but I don't like
meetings or groups. And, l'm not as bad as [another individual].'"l think l'm doing
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better. I was really nervous about being away from home for that long. But, I went
and actually had fun."

Knowledge
P-3 was open to requesting health information on various topics of interest. At

different times during the research period she asked for information on high blood
pressure, various blood pressure monitoring devises, anxiety, depression, travel
medicine and diet.
Safefy.

P-3 denied any falls, injuries or loss of function during the period of greater
than six months prior to each encounter. Data for this domain was offered during
conversations and evidenced by statements such as "l've never had a broken
bone" and "At least l'm fairly healthy." ln addition, she related "l can't remember

the last time l've had to go to the Emergency Room."
Quality-of-life (Patie nf's perce ption)

When P-3 was asked her perception of the quality of her life she rated it as fair
to good. The good rating usually coincided with going on a trip or participating in
some other activity of interest. P-3 was able to verbalize this and said: "l always

feel better when I get out of the house and do something enjoyable." "As much as
hate to travel,

ldo feel better once I go." "l sometimes wish lwas younger

and

could do more. I don't like getting older and feeling old. That's why I think my

quality of life is only fair."

I
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Patient safisfaction (Patient's perce ption)
P-3 reported being satisfied with the care provided at the ACNC. She
maintained that the only thing that would make it better would be "keeping 'that
crazy Iady'out of here" or "a little more privacy to talk about things."

Additional comments about patient satisfaction revealed "l am so glad
you're here every Sunday. I don't have to call and make an appointment or drive to
the doctors and wait just to have my blood pressure taken." "This is a wonderful
service the church provides" and "You are the best. I can talk to you about
anything and know you won't judge me."
Summary of Participant Three
Participant 3 tP-31 was able to complete her ADL's without assistance and
maintained long-term relationships with friends and family without difficulty. P-3
admitted to difficulty with making significant life changes and although she desires
these changes, she apparently lacks motivation. P-3 requested information on a

fairly regular basis and maintained that this information was helpful as she
struggled to understand the how and why of her erratic blood pressure readings.

P-3 lacked any serious medical or physical problems; however, she perceived
her quality-of-life as only fair to good. When asked what made her life quality only

fair she described grief and loss associated with aging. As with the other
participants, P-3 maintained that she was satisfied with the services provided at
the ACNC. P-3 reportedly struggled to find satrsfaction in her own life and
acknowledged looking to other people, places and things for her happiness.

Effects of

Caring

94

Table 4-4
Outcome Data from Participant 4 [P-a]: a 79-year-old Caucasian female who
continues to struggle with the residual effects of an inflammatory process and
chronic pain.
Encounter Number

Domain

1

2

3

4

Function

3

4

3

3

Physiological

3

4

3

3

Psychosocial

5

5

5

5

Behavioral

2

2

3

3

Knowledge

3

4

3

3

Safety

4

4

4

4

Quality-of-life

5

5

5

E

Satisfaction

4

4
4
Note: The higher the score the greater the level of well-being

4

Functional
P-4 related difficulty with shopping, dressing, laundry and meal preparation
at times throughout the research period. These difficulties were due to residual
pain in her right shoulder and upper arm, which had decreased the strength in that
arm. She related difficulty performing any activity that involved lifting or moving her
arm about her head, such as zipping a dress or buttoning a blouse. She offered
these statements: "l can't even manage to button my blouse [when the button is in

the back]. I feel so helpless" and "Could you help me with my coat. I can't reach
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back that far."
During one conversation, P-4 laughed and said "l'm like an old woman" and
"You'd think my mother never taught me to dress myself." ln a references to her
limited ability with her right arm she reported "l need to be more active and
increase my strength. I get so tired...maybe itwould help decrease the fatigue

I

always feel." "l used to be able to do everything, now I have trouble carrying my
groceries or doing laundry. I feel so helpless but I think l'm getting stronger."
Physiotogical

As noted above, P-4 had physical problems that limited her ability to perform
ADL's. ln this case, physiological status was exactly mirrored in the functional
domain as the difficulties reported in the functional domain were due to physical
problems.
Psychosocra/

Thls participant readily described her long-term friendships, relationships
with the church and church members and relationships with remaining family
members. She offered the following statements during conversations that occurred
naturally as part of the caring encounter: "l don't know what l'd without [another

church member]. We've been friends for so long I can't remember." "My church is
my family. I been a member here for years." "l hold on to friends once l've got
them."

Behavior
At the beginning of the study, P-4 reported feeling that "the way things are is
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they way they are." lt was difficult for the researcher to determine if this was
acceptance or hopelessness brought on by living with chronic pain for about a

year. However, during encounter two, P-4 requested some information on her
physical conditions and began to see her ability to make changes in a new light.
She began to actively seek out assistance from the ACNC staff and from her on
primary care provider. P-4 indicated this was a significant change for her as she
had always "just figured this is the way it is...l'm in pain but no one can help."
Although the ACNC staff could not help with the actual physical pain, they were
able to provide P-4 with some new coping skills.

KnowledgeAs noted above, P-4 began to make behavior changes that affected her
quality of life. One of the significant behavior changes was that she began to ask

for health information. Health information was requested and provided in both
verbal and written forms on chronic pain, polyneuralgia, herpes zoster, depression,
and strengthening exercises. Encounter number two demonstrated this change in
attitude as she requested information on four topics that day and began to make
lifestyle changes during the following weeks.
Safefy
P-1 reported a fall approximately three months prior to the start of the study.
Therefore, the numerical rating remained constant as the fall occurred within the
designated three to six month period. She expressed additional concerns about
her safety throughout the study period by making comments such as: "lworry
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about falling every time I go out of my house." "l'm scared of falling and dread the
winter months. l'm always worried about falling on the ice I don't go out much."
And, "Sometimes

lfeel like l'm falling and I'm scared lwon't be able to catch

myself with this arm."
Qu

ality-of-tife (Patient's perce ption)
P-4 self-reported feeling that the quality of her life was fair to good. ln the four

encounters with the researcher, she described her life quality as "faid'twice and
"good" twice. When asked about what'differentiated

the "good" weeks from the

"fair" weeks she offered the following comments. "it all depends on how much pain

l've had that week. lf my arm is bothering me a lot then it's really almost poor. But,
my Iife is so good that I can't call it poor." "l had a good week. lwent outfor lunch
with some friends and that helped me think about how good my Iife really is.
Sometimes I forget it. I have to be thankful for the things I have and not focus on
the pain all the time." "My life is good. I have a home and enough food. God has
been good to me."
Patie nt safisfactio n (Pafienf 's pe rce ptio n)

Participant Four reported being very satisfied with the care provided at the
ACNC. Comments regarding patient satisfaction included: "You girls are so

friendly. I like that about coming here" and "You are always smiling." "l can ask the
same questions or complain week after week about the same things, and you just

keep trying to help me That shows you really care." Plus, on the final week of data
gathering, she said "l'm glad

lgot to help you.You always help me so much.

I
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know I can get a hug here and you're always sensitive about taking my blood
pressure in my left arm. The nurse at the doctor's office always forgets."
Summary of Participant Four

The chronic pain from the residual effects of an inflammatory process greatly
affected P-4's ability to provide for her own ADL's and affected every aspect of her
life.

P4 listed many friends and acquaintances

in her support system, many of

whom she had known fifty plus years. P-4 maintained that this strong support
system was paramount to her ability to function in her dayto-day life and that
these individuals helped her maintain a positive attitude.
P-4 requested verbal and written information in her struggle to understand the
long-term effects of her medical condition. Although she did not actively make the
required behavioral changes she felt that understanding the illness and the longterm effects allowed her to function at a higher level because the information
decreased her anxiety and resistance. Consequently, P-4 expressed being very
satisfied with the care provided at the ACNC at each encounter.
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Table 4-5
Outcome Data from Participant 5 [P-5]: an 82-year-old Caucasian female who
appears much younger than her stated age.

Encounter Number
Domain

1

2

3

4

Function

4

4

4

4

Physiological

4

4

4

4

Psychosocial

E

5

5

5

Behavioral

3

4

4

4

Knowledge

3

3

2

3

Safety

5

5

5

5

Quality-of-life

3

3

3

4

Satisfaction

J

E

4
5
Note: The higherthe soore the greaterthe level of well-being

Functional
Participant Five was a very outgoing and friendly individual. She readily
engaged in conversation with the researcher as part of each of the four
encounters. lt was during these conversations that she related problems within the
functional domain, especially with accessing transportation and shopping, which
lead to a rating of four within the domain. She described these difficulties as "l

really can't take the city bus anymore. lt's too hard to wait on the corner and
especially if it's raining or snowing." "l can't go shopping for the week like I used to.
I have to go and buy a few things every day. Even if I take a bus, t can't carry
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everything at once." "t do okay with my laundry and cleaning if I do it slowly and a
little at a time."
Physialogical
P-5 reported physical limitations associated with age including lack of stamina
and decreased muscle strength. These physical problems, along with
hypertension and skin eruptions, were well managed by the participant and her
physician. They presented only minor limitations in her ability to perform ADL's. P-

5 related "l may be old, but lcan still do most everything if lforce myself." "For
someone that's 82, I can still get around. l'm really healthy and thank God my
arms and legs still work."
Psycho social

This participant readily described her long-term friendships and relationships
with family and other church members. This reported ability to interact with others

on a long-term basis of greater than three months resulted in a rating of five
through all four encounters. Participant Five described these relationships as
"[Another church member] is my best friend. I only see her on Sundays but we
have so much to talk about." "You know I have people that I send cards to that l've
know for twenty-five years or more." "l had some friends in for tea yesterday. I still

like to entertain my friends."
Behavior
P-5 demonstrated a high level of involvement in her own care and at making

changes necessary to increase her quality-of-life. She reported problems with high
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blood pressure and readily made changes such as limiting her coffee intake,
decreasing stress and deep breathing exercises into her dayto-day life. P-5
reported "l exercise every day. I get down on the floor and do leg lifts...not bad for
an old woman, huh. During one encounter P-S's blood pressure was unusually
high, she admitted "l had three cups of coffee this morning. I know I'm not suppose

to drink coffee, but it tasted so good."
Knowledge
P-5 requested health information on one or two topics during each encounter
throughout the research period. These topics included hypertension, skin cancer,
eczema, skin care and low cholesterol diets. lt was during encounter number

three, that she expressed interest in educational offerings "but not today. The
church bus was late picking me up and I want to get to adult ed."
Safefy
P-5 denied any falls, injuries or loss of function during the period on greater

than six months prior to each encounter. She reported "As long as I use my cane,
l'm fine. I can get arour-Id." "You know, l'm 82 and haven't had a broken hip."
Q

ual ity-af-life (Patie nt's perce ption )

Participant Five ranked the quality of her life as fair in three out of the four
encounters and good during the final encounter. "l work hard at maintaining a
positive outlook. You know the key to happiness is acceptance. God has given me
many blessings and it's my job to remember that." "As long as I remember to pray
and exercise my life is pretty good. l'm not twenty anymore; being older makes
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things difficult. My life was good when I was younger. I guess it's okay now but not
like then."
Patient safisfaction (Patient's perce ptian)
P-5 was very satisfied with the services provided at the ACNC.

Summary of Participant Five
Participant 5 tP-51 P-5 initially sought assistance at the ACNC after her
Primary Care Provider informed her that her blood pressure was extremely high.
Throughout the one-year plus that she has utilized the services of the ACNC she
has made positive behavior changes and has adhered to the treatment regime
prescribed by her doctor. During the assessment period P-5 continued to request
information and worked to make the necessary changes in her Iife so as to
maximize the results.
P-5 was able to function quite well on a daily basis with the exception of
.some difficulty accessing transportation and shopping. She initiated and

maintained long-term relationships and reported socializing in her apartment
building along with church functions. Amazingly, this 82-year-old female was quite
spry and denied any significant injuries during her lifetime. P-5 was very satisfied
with the services provided at the ACNC and frequently ended her visits with
statements like "l don't knowwhat lwould do without you girls."
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Table 4-6
Outcome Data from Participant 6 [P-6]: a 69 year-old Caucasian Female with ongoing physical issues.

Domain

1

Encounter Number
2
3

4

Function

4

4

4

4

Physiological

3

3

3

4

Psychosocial

5

5

5

5

Behavioral

1

2

2

1

Knowledge

3

2

2

2

Safety

3

4

5

5

Quality-of-life

2

1

1

2

Satisfaction

5

4

4

5

Note: The higherthe score the greaterthe level of well-being

Functional
Participant Six reported minor limitations in her ability to perform her own
self-care activities resulting in the assignment of four throughout the encounters.
These minor limitations affected her ability to shop for prolonged periods of time
and occasional difficulties accessing public transportation. Supporting statements
include: "My knees hurt. Sometimes I can barely get out of bed much less go
shopping." "l manage to take care of myself but sometimes I have to ask for help

with the big things."
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Physiological
P-6 struggled with forcing herself to perform ADL's in spite of her physical

limitations. Her physical limitations include difficulty walking and knee or hip pain
due to excessive weight. She was quick to report pride in maintaining her own
home and working to complete self-care activities without assistance. Again, the

ADL's that were limited include shopping and transportation.
Psychosocra/

For being able to interact with others on a longterm basis of greater than

three months, a value of five was assigned to all four encounters. Participant Six
readily described Iongterm friendships, marriage and relationships with family.
She was a retired healthcare professional who maintained relationships with some

of her old co-workers: "l still see some of the old [healthcare professionals]." She
described her current relationships as: "l don't get out as much as l'd like, but I do

talk to my friends on the phone," and "l really like coming to church. I get to see
people I've known for years."
Behavior
P-G reported a sense of resignation about her current life situation. She said,

"My life is awful and there's nothing that can change it." Statements such as this
were common during encounters with this participant. However, during the second
and third encounters P€ had become aware of an elevated cholesterol level. She
reported her primary care provider wanted her to take a statin drug; she really did
not want to take it. She expressed a verbal interest in lowering her cholesterol
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through diet and exercise but admitted in the following weeks that she had not
instituted the necessary interventions.

Knowledge
This domain appeared especially difficult for this participant. P-6 was a retired

healthcare professional and struggled to request information that "l should already
know." However, during the third and fourth encounters, P-6 related "There are
new medications out there. I don't know that much about them." "Do you have any
information about a low cholesterol diet?" And, "lt's hard to change a lifetime of
eating."

Safefy
P-6 reported an injury just before the beginning or the research period. This

injury resulted in the assignment of a rank of three during the first encounter.
Encounters two through four occurred over a three-month period and the
increasing outcome measurement numbers indicate the increasing amount of time

since the injury.
Qu

ality-of-life ( Patient's perce ption)
When asked "How would you rate you quality-of-life: very poor, poor, fair, good

or excellent?" P-G readily reported poor or very poor. She reported, in a matter-a-

fact manner and without reservation, "a ol'le. My quality of life is poor or maybe
even very poor." She related this "poor'' to her current life situation when compared

to her life in years past and said, "When I think back about the things I did and who

lwas...now my life is nothing in comparison." she described a feeling
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of grief and loss as she related the many activities in which she was no longer able

to participant and that she felt useless now that she was no longer working.
Participant Six's self-reported "poor'' sparked a lengthy conversation about
quality of life, grief and loss issues. Durrng this conversation, P-6 related "Once

I

quit working I lost my purpose in Iife", "Now all I do is sit home and think", and

"You looked surprised when I said 'a one', believe me there is no quality to my life.
It makes me sad when I think back to who I was before."
Patie nt safisfaction (Pafienf

's perce

ptio n )

Participant Six related being satisfied or very satisfied with the care provided
at the ACNC. As substantiating statements she offered: "l wish there had been

something Iike this when I was [a healthcare professional]. I would have liked to

work in a setting like this." "l Iike coming here. You ladies are very caring and help
everyone." "Thanks for the information. I probably wouldn't have asked my doctor

because l'afraid of what he might think." And, "\iA/hen lthink of caring, lthink of
you."
Summary of Participanf Sx
Participant Six volunteered to participate in the study months before it

started. She expressed a desire to be involved and reported being anxious to do
whatever she could to insure the continuation of the services. P-6 was a
personable woman who enjoyed interacting with other people. She reported
having fnendships that have endured since her college years. This participant
readily admits to feeling that the quality of her life was very poor. Upon further
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questioning, she related this to constantly comparing her present situation to her

past life. P-6 was open and receptive to educational offerings; and personal
discussions about acceptance of one's current situation as being key to inner
happiness; and related a slight improvement in her perception of quality-of-life
after three months.
P-6 experienced an injury approximately two months prior to the start of the

study. The data documented within the safety subscale provided evidence of the
natural progression of time since the injury. This participant reported lower levels
of functioning and physiological health, as she was unable to complete all activities

of daily living on a regular basis. P-6 related this to on-going physical limitations
and increasing disability due in part of advancing age. Nevertheless, P-6
continued to attend church and to utilize the services of the ACNC, with which she
reports being satisfied to very satisfied.
Two of Watson's (1988) carative factors: (a) instillation of hope and (b)
promotion and acceptance of the expression of positive and negative feelings
could be seen in the comments made by P-6. Participant Six described her
satisfaction with life as very poor however, when the question was reworded she
reported satisfaction at the level of very good or excellent. This brought up the
opportunity to discuss her situation and allowed the researcher to instill some
measure of hope and acceptance. ln the weeks following these discussions,

P6

reported a slight improvement in her life and continued to be satisfied with the care
provided by the researcher.
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Com prehensiye Fi ndi ng s

The discussion of the comprehensive findings of this qualitative study is
based on Colaizzl's framework, which facilitated the extraction of significant
statements about the phenomena of interest from each of the participants. The
statements were reviewed and clusters of themes and patterns identified. These
ideas were then integrated into a description of the phenomenon. The review was

conducted based on several assumptions. One assumption was the findings were
considered able to stand-alone based on their own merit, and that this fact did not
affect the integrity of the study. A second assumption was that the data ratings on
the tool in this qualitative study represented the participant's experience and were
based on personal conversations between the researcher and the individual
participant. These conversations were an integral part of the transpersonal caring
moment described by Watson (1999).

.

As with all qualitative studies, this study generated a large quantity of data

that needed to be analyzed. The data did not fall into orderly categories; therefore,
the data is described in the form of key statements and recurring themes. These
themes are described in text form and illustrated by direct quotes.
A Homageneous Samp le: The Elderly or Aging Population
A total of six individuals participated in the study. The participants were all
over the age of 65 years. The mean age was approximately 75 years of age. lt
was not possible to exactly calculate the mean age as one study participant was
reluctant to provide an exact date of birth. Females accounted for two-thirds of the
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patient population. All of the participants were of Caucasian ethnic backgrounds
and members of the Evangelical Lutheran Church of America.
Ability to provide self-care

Eightythree percent (n=6) of the population were able to complete five to
seven ADL's. One individual reported major limitations in her ability to complete
her ADL's. The top three ADL's that did present problems for the participants were

(a) laundry, (b) transportation, and (c) shopping. The three ADL's that all six
participants were able to complete were (a) dressing, (b) self{oileting, and (c)

ability of manage rnoney. ln summary, all participants were pretty much able to
manage in their dayto-day activities.
During analysis process the researcher identified a problem with the
measurement instrument itself. The rating indicator jumped from completing five

or six ADL's to completing all nine activities. There was no allowance for
individuals who might be able to complete seven or eight but not all nine self-care
activities.
I

ndependence
Due to the similarity with the indicators set down by the functional category,

numerous difficulties were encountered in this category. !n over twothirds of the
participants the values assigned to their functional level were also assigned to the
physiological category. The two partrcipants who demonstrated a discrepancy
between their two domains reports physical problems that technically affected his

or her
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ability to perform ADL's but maintained that they "force" themselves to remain
independent.
Physical limitations which affect their ability to complete ADL's reported by the

participants include hypertension, anxiety, obesity, chronic pain, progressive
diseases, the aging process and depression. However, during the final encounters
the participants reported that the disabilities related to these illnesses were not the
problem. lnstead, they perceived the diseases themselves as the problem
because the treatment affected the amount of time available for daily activities. In
fact, the participants perceived this time encroachment as the most upsetting to
their emotional and physical stability.
Relationshrps with se/f and ofhers

Without exceptron the participants were able to make and maintain Iongterm
relationships for a period of time of greater than three months. This group of
individuals was highly motivated to develop friendships and reported knowing the

value of friends. They also described needing Iong time friends to support them
during the aging process and acknowledged the importance of these long-term
relationships in maintaining good mental health.
Allotivation and application of knowledge, ski//s, problem solving

Analysis of this category revealed some issues related to using an elderly group of
participants as the population utilized for this study. One third of the participants
(n=6) either did not express an interest in improving their situation or expressed a
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small interest, but did not institute the recommended changes. These two
participants requested information on a regular basis, but appeared to lack the

necessary motivation to utilize the available information and resources. lt is
questionable if this apparent lack of motivation is due to aging and the associated
acceptance of things as they are at the moment,

Two participants, or 33% (n=6) of the population, were highly motivated to
make behavior changes in order to improve their current situation. Discussion with
these two participants revealed a glaring defect in the original tool. Both
participants identified their belief in God and acceptance of their situation as key to
their willingness to work at making changes. Furthermore, discussions with all the
participants revealed a desire to discuss spiritual issues and the need for a way to
assess their individual spiritual well-being.

Cognitive level of understanding
Although the numerical assignment for two or three participants appears, at
first glance to be low, a two indicates an interest in receiving health information.
Therefore, it was encouraging that all of the participants expressed an interest and
requested information on at least one subject. Two of the participants, or 33%
(n=6) requested health education on four or more different topics. Reports by the

participants indicated that these requests for information represented the level of
trust the participants felt during the encounter and the nurse's willingness to
provide the information requested.

Effects of
It

Caring

112

was interesting that P-1 and P-6 were the least likely to request health

information. P-1 struggled on a daily basis with a chronic and progressive disease
and would appear to need any available information to cope with that drsease. P-6,

when responding to the portion of the too! pertaining to the individual's perception
of their quality of life, consistently reported a very poor or no quality. Again, it

would be easy to assume that this individual would have benefited from
information regarding self-help or outside resources. However, what this actually
illuminated was the value of the professional relationship between a professional
nurse and the client. Both of the clients felt free to inform the nurse of outside
resource they use for information and support during conversation with the nurse
and did not fee! a need to access that service at the ACNC.
These finding were closely aligned with Watson's (1999) belief that if an
interaction or encounter is truly caring, the participants are well able to allowfor
negative emotions or disagreements. She maintains that a transpersonal caring
moments entails a commitment to a particular end and that the true objective of

the encounter is self-knowledge and the connection with each other.
The elderly and falls

According to Kleinpell-Nowell (2000) the elderly are predisposed the to a high
risk for injury or loss. Carpenito (1997) offered the working definition that was used

to analyze thrs domain as "risk for injury as the state in which an individual is at
risk for harm because of perceptual or physiological defects, a lack of awareness
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of hazards or maturational age" (p. 205), Therefore, an expected outcome of
nursing interventions would include the person's ability to identify factors that
increase the risk of injury or falls, verbalize the intent to institute safety measures

and begin to practice preventive measures.
Although the majority, or 83.3% (n=6), of the participants reported no injury or
fall in greater than six months and the remaining one participant had a fall with the
specified six month period, there is an obvious problem with the tool indicators.
Reporting whether or not a participant reported a fall or not is just that...a report.

Accordingly, the existing numerical assignment does not document an outcome of
a nursing intervention. In order for the rating scale to indrcate an outcome, which is
what the tool was designed to document, the indicators would need to follow
Carpenito (1997) guidelines and measure riskfactors and potential safety or

preventative measures that may decrease the risk of injury or falls.
Spiritual Well-being
It was interesting that none of the participants felt that they had an excellent

quality-of-life. With the exception of one participant who ranked herself as having
poor or no quality-of-life, all participants felt that their quality-of-life was fair to

good. Of those five individuals, three, or 50% of the participants, categorized
themselves in level four: good quality-of-life. The remaining two participants, or
33.3% of the population, indicated that their quality-of-life was very good.
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Conversations triggered by this simple ranking produced a large amount of
data. Central themes were identified during the analysis process. Perhaps the
most prevalent topic of conversation triggered during the encounter involved

spirituality and the importance of God in achieving and maintaining a quality-filled
life.

For the purpose of the analysis process, spirituality or spiritual well-being is
defined as "a sense of harmonious interconnectedness between self,
others/nature and (God) lt is achieved through a dynamic and integrative growth
process which leads to a realization of the ultimate purpose and meaning of life"
(Hungelrnahn, Kenkel-Rossi, Klassen & Stollenwerk, 1996, p. 262). Spirituality
includes three clearly identifiable factors: (a) faith/belief, (b) life/self responsibility,
and (c) life-satisfaction/self-actualization. The concept may or may not involve the

organized religious practices.
Without exception, the participants acknowledged the importance of faith
and regular presence in a house of worship. All of the participants were all
members of a large urban Lutheran church and 83.3o/o, attended church on a

weekly basis. lt is interesting to note that the one participant who reported poor
quality-of-life readily admits to sporadic attendance at church. However, utilizing
the current research tool, it was impossible to document the relationship between
regular church attendance and one's quality-of-life. Assumptions about this
connection can be made based on comments like: "l love coming here [church]",

I
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don't know what I would do if I didn't have my faith, and "AlI I would do is sit home

if ldtdn't come to church", and "Coming here is my social life". Comments such as
these surfaced throughout the three-month research period and were frequently
offered without solicitation.
Watson (1998) in her Theory of Human Caring maintains that quality-of-life
incorporates human freedom, choice and responsibility. During conversation with

the participants they frequently described the importance of human relationships,
personal responsibility, a commitment to positive action toward change and
acceptance of the current situation as key toward a quality-of-life. Furthermore, all
six participants realized that acceptance directly impacted his or her perception of
quality-of-life.
Participants offered the following comments when questioned about quality-oflife: "Acceptance is the key," "l compare my life nowwith before," "l realize all the

things l've lost," "My life is better nowthat twenty years ago," "ljust keep walking,"
and "lt's my responsibility to be happy." One quite lengthy discussion precipitated
by a participant's comments about lack of money proved to facilitate a changed
attitude . P-2, during encounter number four, admitted to being upset and angry

that he had lost a great deal of money in the stock market. The ensuing discussion
about gratitude demonstrated an improved outlook when the very next week he
reported an improved quality-of-life. Unfortunately, during the research period, this
gentleman faced some potentially serious medical issues, which again lowered his

perception of quality to good.
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Another excellent example of a positive outcome from nursing interventions
was Participant Four, the 79-year old woman who struggled with chronic pain.

Although her struggle was a daily uphill battle she described her quality-of-life as
good. After a lengthy conversation in which the researcher provided information
about the chronic condition along with emotional support, this woman related that
the quality of her life as very good.
It was interesting that not one of the partlcipants could define for the

researcher what would make the quality of their life very good" However, all six

participants maintained that age was a defining factor. All six participants said they
suffered from the effects of aging and wished at some level that they "were twenty
years younger''.
Patient safisf,action: Contentment and gratitude

When analyzing this portion of the data, perhaps the first question was: "ls
rating patient satisfaction truly a measurement of patient outcomes?" According to
Oermann, and Floyd (2002) patient and family satisfaction are recognized an
important outcomes" As one indicator of outcome, satisfaction is important in the
recognition of consumer choices and rights to care. However, the authors caution
against falsely interpreting the results of any satisfaction survey because the
ratings tend to be high. ln fact, Oermann, and Floyd (2002) maintain that attention

should be paid to any intervention or outcome that is not rated high by the patient.
For the purpose to this research study, the above stated question remains
unanswered; however, two key issues were revealed in the literature. First, caring
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and reassurance are two phenomena that are central to nursing and second, there
is a high correlation between patient satisfactlon and satisfaction with overall care
(French, 1997; Watson, 2002). Therefore, the greater the satisfaction with the
nursing care provided at the ACNC, the greater the likelihood that the patient will
return to the same place for care (French, 1997).
Patient satisfaction was the patient's opinion of the care received from the
staff during any one encounter. Satisfaction directly related to met or unmet needs.
According to the researcher's field notes, satisfaction was connected to the
amount of time spent with any one individual and the development of an
interpersonal relationship. Satisfaction consisted of both a cognitive and an
emotional response and was closely tied to the individual's expectations of the
encounter. The field notes recorded these components in the participant's reports
of: "l hate it when that woman comes in," "\t/hy do those people have to come

when I do?," "Thanks for your time," "He took too long," and "You're very patient."
These comments suggested a pattern connecting lowered satisfaction when
individuals the participants perceived as disruptive were present in the ACNC. To
provide an additional contextual description for this disruption it is important to
note that the community utilizing the ACNC on any given Sunday includes both
members of the church and individuals from the nearby vicinity. These individuals
may have a perrnanent residence but more often are members of the local
homeless connection. On the days when these homeless persons were in the
ACNC at the same time as the participants, although the participants reported high
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satisfaction with ACNC, they were quick to add comments that revealed a sense of
dissatisfaction with having to share "our services with 'those' people." ln this case,
"those people" was a term used to describe homeless individuals seeking services
at the ACNC.

Participant Three was quick to provide evidence of the importance of the
researcher promoting and accepting the expression of positive and negative
feelings in accordance with Watson's theoretical framework. This participant had
struggled for years with unresolved grief and loss issues. She acknowledged the
rmpact of this sadness on her day{o-day life but, according to her husband, had

refused to seek outside help. During the course of the data gathering, the

researcher began to develop a relationship that allowed her to be present and
supportive of this client. The client began to feel safe to express the negative
emotions and through those expressions developed a deeper sense of self.
Comments such as "lt's difficult for me to talk," "you're a good listener," and
"thanks for not thinking l'm bad" provided examples of the caring moment.

One-half of the participants were very satisfied with the care provided at the
ACNC and the remaining 50% were satisfied. When asked to identify what might
help improve their satisfaction with the ACNC services, the partrcipants offered the

following comments: "A doctor", "more privacy", "none of the homeless here with
ffie", "time for me alone", "time limits for the crazy lady" and "coffee and
doughnuts". The last comment was offered with a laugh and a smile and followed
quickly by "just kidding!" Protection of the researcher was provided by the
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presence of a center coordinator during the hours the research was being
conducted. This presence not only allowed for personal safety but also
encouraged the researcher to discuss problems and concerns. These discussions
served as a way to clarify information and process feelings plus a venue for
professiona I supervision.
Application of Data to Watson's Theory af Human Caring

Watson (2001b) describes a caring moment as a transformative encounter
that allows for the convergence of all caring-healing practices. Watson (1gBB)
identities ten carative factors in nursing in the literature. She maintains that the
phenomenal field is the individual's frame of reference and that the person
themselves can only know the field. As a final method of analysis of the data
obtained from the study participants, the researcher compared that data with the
caring factors described by Watson (1988; 1995; 2001b).
lnstilling faith and hope

Feelings of faith and hope promote wellness by helping the client adopt
health-seeking behaviors. The nurse facilitates these feelings of optimism, hope
and trust through the development of a caring relationship with his or her client. All
six participants acknowledged this carative factor within the therapeutic
relationship. The researcher realized in these transpersonal caring moments as
she became aware of changes occurring in her own way of thinking, acting and reacting. A discussion of this unique interaction, as described by Watson (1999) will
be contained in Chapter Five.
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The participants described the instillation of hope and faith in the following
ways. After the researcher offered to pray for him, P-1 responded, "Thanks, that's
the only thing that helps. l'm just frustrated right now and only God can help," and
"You know, that gives me hope," said in reference to the researcher offering
suggestions about trying acceptance and gratitude as ways to improving her
quality-of-life. P-5 described the events to first few weeks she utilized the ACNC
as "Life changing, you gave me all the information to help myself." And, "What you
girls do here is wonderful. My doctor wouldn't spend this much time with me. lt
really helps to talk about [my heart condition] and understand it. Then l'm not so
scared and don't go to the ER."
Developing a helping-frusf (human care) relationship
A human caring relationship involves effective communication, empathy
and non-possessive warmth. lt encourages a nonjudgmental expression of
positive and negative feelings. At the ACNC, this helping-trusting relationship is

evident simply by the return of the clients week-after-week. The participants
validated this observation through comments such as: "lreally trust you. I know

that I can tell you anything." "Coming here on Sunday is like coming home. It's
good to see the same faces every week"; and "l know you won't judge me...that's
important."

The participants acknowledged how important it is for them to receive care
from the ACNC nurses as: "lt's the time you spend with me. I know I talk and talk
but you really Iisten" (P-2, May 19, 2002). "Uy'here's my hug?" "You really care
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P--1

,

"The fact that you aren't afraid to give me a hug or hold my hand...you know
letting me know that l'm okay means so much... it's comforting

"

Promoti ng interperson al teaching-learning

lnterpersonal teaching-learnrng separates caring from curing and moves the
responsibility for wellness to the individual and away from the nurse. Knowles
(1996) describes the adult learner as an active participant, not simply a passive
receiver of information It is this participatory process that creates the shared

caring experience, or transpersonal caring moment, as described by Watson
(1999). This caring moment encompasses two individuals and provides a
connection that transforms both individuals.

The participants described how the collaborative teaching-learning process
generated self-healing and changes in both the teacher and the learner.
Participant Five acknowledged that learning about the effects of caffeine on her
blood pressure precipitated a profound change in her dayto-day behavior. She
related "l don't know what would have happened to me if you hadn't taken time to

tell me about coffee. I had been going to the doctors time and time again, but all
he told me was that I had to get my pressure down. He didn't tell me how...just do
it or else." Both P-1 and P-2 acknowledged the importance of learning about their

respective physical problems and the impact that knowledge had on their ability to
make self care choices. P-1 reported: "Thanks for telling me about the effects of

protein on [a medication]. Now if I eat a big steak that's a choice" P-2 reported, "l
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guess it's my choice about holding on to my worries. l'm always worried about
something...but as you said lcan trust God and let go if it.'
Providing a supportive, pratective, or corrective mental, physical and spiritual

environment
lndividuals can experience change in any aspect of their environment.
Therefore, the nurse must assess and encourage the individual to develop ways to
cope with mental, physical and emotional changes to the best of their ability The
participants in the qualitative study reported that changes in their levels of function

within the domains could be related back to nursing interventions, or caring
moments. Comments such as: "You stand by me week after week. I know I should
stop worrying but it's easier said than done," and "l know your are always there for
me. That support is so important when you're my age."

All six participants described the researcher on behalf of the ACNC as
"wonderful", "sympathetic", "dependable", "reassuring" and "supportive." ln
addition, they described feeling safe and secure in the knowledge that what they

told the researcher was'kept confidential" and "not talked about outside of here."
This maintenance of confidentially was particularly important when discussing
emotional or spiritual issues.
Bei n g sensifiye fo exisfe nti a l - p h e n o m e no I og

i c a I - s pi

rit u a I fo rce s

Persons possess three categories of being: mind, body and spirit. For the

nurse, allowing individuals to express themselves in all three spheres leads for a
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better understanding of that individual and themselves. Watson (1999) reports that

there is a spiritual, if not sacred, dimension to the transpersonal caring-healing
paradigm, which encourages the evolution of self and challenges individuals to
become the best self that they can be.

At different times during the research period, each one of the participants
described the diverse components of Watson's (1999) "Transpersonal CaringHealing tVlodel

(p 129)

They were clearly able to identify factors which could be

related back to spirituality and a variety of energy forces including joy, sadness,
excitement, awareness, wholeness, healing, important relationships, connection
and interconnectedness and healing" Statements such ast "l always feel better just
!

walking in the door [of the ACNC]", "Your smile lights up the room", "You are
always happy", "l'm lucky to know you", "You've helped me so much", and "l love
talking to you" provided evidence of the positive forces at work.
Summary
Outcome tools attached to 34 separate caring encounters were analyzed to
identify patterns and synthesizing concepts. This analysis process allowed the
researcher to evaluate the effectiveness of the tool itself and the feasibility of
documenting outcomes at the ACNC using the instrument

The data were analyzed continuously throughout the duration of the study.
This analysis included documenting key statements and ideas along with personal
reflections of the encounters with the participants. This process allowed the
researcher to revisit the data and explore contextual perceptions and clarify key

Effects of

Caring

124

concepts. Content analysis and Colaizzi's framework were utilized to organize the
data so that themes could be condensed and subthemes explored. A journal of
field notes was kept during the process and reviewed as part of the analysis
process. ln order to establish and maintain trustworthiness and rigor three issues
were addressed. The issues included the dependability, trustworthiness and
credibility of the researcher.
A discussion of the findings, relevant topics, and additional supportive
literature will be contained in Chapter Five.

Effects of

Caring

125

Chapter Five
D

iscussion

This outcomes study examined the questions; "Does the ACNC Outcome Tool
reflect a person's circumstances?," "Does the tool show outcomes of caring?,"
"Does it fit the setting?," and "Does it fit the cultural subgroup of the elderly?" The
study did not examine the actual nursing care provided but rather the capacity for

the researcher-developed tool to document the outcomes of the caring encounter.
The study provided clarification and feedback relevant to the topic of outcome
documentation and the impact of nursing care provided to older adults. The study

was an initial pilot for the researcher to test her self-designed outcome
documentation instrument for effectiveness within a framework of caring.
Chapter Five presents a discussion of the data and findings along with issues

that surfaced during the research process. Challenges related to the work of
outcome documentation will be discussed. Answers to the initial research question

and issues specificto the need for developing a unique instrument that will
complement and support the work of the ACNC will be reviewed in this section.
Finally, Chapter Five will lay the groundwork for the summary, conclusions, and
recommendations for further study.
Evaluation of the Outcomes Documentation Tool

The ACNC Outcome Tool was the focus of this research study. As part of the
development process, I believe that the tool does show evidence of the effects of
caring on patient outcomes. The following is a discussion of the tool itself
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based on the researcher's experience and notations made in a journal during the

research process. ln addition, this section describes how the ACNC Outcome Tool
can be applied to the framework of caring.
Evaluation of the Domains
Eight domalns were utilized for the ACNC Outcome Tool. These domains were
useful for the purpose of examining how the tool documents the effects of caring

encounters. lnput from literature and various other instruments for assessing
caring were also consulted. The following is a discussion of those domains in
relationship to the actua! testing process.

FunctionalAs noted in Chapter Four, a problem with the functional domain was identified
during the data analysis process. The documentation indicators were not
consecutive and.created difficulties when attempting to rank an individual who is
.

able to complete seven or eight ADL's. The indicators jump from being "able to
complete five or six ADL's" to being "able to complete al! nine of the designated

tasks". lf the ACNC Outcome Tool were going to document functional status as an
outcome variable, it would require some revision within this domain.
Physiological

As noted in Chapter Four, numerous difficulties were encountered when
attempting to rank the participants within the Physiological domain. The indicators
assigned within the Physiological domain were much too similar to the tasks
related to the Functional domain. This redundancy put limits on the tool's ability to
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document accurately and completely the outcomes of the nurslng interventions
provided at the Nursing Center. lt appears that the limited space on the Tool for
Outcomes Documentation, and the staff time involved in filling the form out, could
be better served by eliminating the Physiological domain and substituting another
domain.

Psychosocial

The Psychosocial domain documented the mental or emotional state of the
individual participant as it relates to that person's ability to maintain longterm
relationships. lnformation in the domain was easy to extrapolate from
conversations and converting that information on a numerical scale required little
effort or interpretation. This specific domain provided the researcher with an
excellent example of how a well-constructed outcome documentation instrument
could work to record outcomes. The key to the ease of documentation is a clear
and specific indicator within the domain.
Behavior

An individual's actions and behaviors often affect their health or illness states.
Lifestyle is one important factor that has an influence on health status and
incorporates choices made by the individual. Human beings have a choice of
whether or not to exercise, use addictive substances, or enlarge their place in the

world. ln fact, their decisions and behaviors predispose individuals to self-imposed
risks or benefits that can be directly related to behavior. The Behavior
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domain considered those activities that maintain or promote wellness, recovery
and rehabilitation.
During each encounter, the participant identified thelr needs. These needs
were then transformed into possible behaviors or activities that could potentially
impact on the individual's health status. This transformation involved clinical
decisions about the person, their family and community situation, and the potential
or actual response to the health needs or life processes. The identified indicators
within the domains were clear and easy to utilize in this process.
Knowledge

Participant-sensitive knowledge enables the individual to examine their life.
Thus, it seems logical to use a variety of ways of knowing to guide the
development of outcomes. lt is a mistake to assume that only one type of
knowledge, usually instruction through traditional teaching methods, would
completely reflect a concept as complex as knowledge.
Carper (1978) describes ways of knowing, which may include careful
research, personal experiences, theoretical explanations, experiential knowledge,
aesthetic, and ethical scholarship. Perhaps most important to obtaining and
synthesizing knowledge, is a state of openness and an acceptance of unknowing.
ln order for an individual to receive transformational information, they must first
acknowledge and accept that there may be information, which they do not know
(Carper , 1978; Rew, & Barrow, 1987; Munhall, 1993)
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A second consideration within the knowledge domain was questioning the
factors that affected the individual's ability and readiness to learn. Regardless of

age, Kuethe (1968) identifies the basic needs of all individuals, as a need to be
interested; a need to achieve, the need to conform to group standards; and a need

to invest something of himself in the learning situation. Knowles (1996) validates
this by stating "Adults need to know they need to learn something before
undertaking to learn it" (p. 57) Furthermore, Knowles (1996) recounts adult
learners as responsible for their own lives and decisions and maintains that this
concept must be taken into account in any teaching-learning situation

The knowledge domain within the ACNC Outcome Tool utilized these
concepts as the documentation indicators for clearly documenting the individual
participant's willingness to learn. The indicators illustrated an increase from
"unknowing" to "knowing" (Carper, 1g7B) utilizing concepts described by Knowles

(1996) ln addition, the domain was easy for the researcher to rate, as it did not
involve any interpretation facilitating reduces bias in the ratings.
Safefy

As reported in the data analysis, all six of the participants were at high risk for
injury or falls. However, the current tool documented only the presence or absence
of those accidental injuries. Carpenito (1997) defines the other indicators for the

documentation within the safety domain. She defines the risk for injury as "the
state in which an individual is at risk for harm because of perceptual or
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physiological deficit, a lack of hazards, or maturational age (Carpenito, 1997, p.

20s)
Carpenito (1997) clearly identifies factors related to the rtsk for falls or injury as

falling into one of four categories: pathophysiological, treatment-related,
situational, or maturational. Furthermore, Carpenito (1997) defrnes the outcome
documentation criteria as:
1

.

ldentify factors that increase the risk of injury

Appendix

E

Relate an intent to use safety measures to prevent injury (e. g.
remove throw rugs or anchor them)

3.

Relate an intent to practice selected prevention measures (e. g. wear

sunglasses to reduce glare) (p. 206-20V).
Finally, Carpenito (1997) described generic nursing interventions focused
on the prevention of injuries. I found that utilizing Carpenito's indicators for
outcome documentation validated the individual and provided opportunities for

working collaboratively with the individual clients.
Quality of Life
One domain in particular provided a wealth of information useful to the
researcher in evaluating the effectiveness of the tool. lt is noted that the primary
purpose of the research study was not to evaluate the care provided at the ACNC,
but rather to determine the possibility of developing an agency-specific tool for
outcome documentation. ln addition, the Quality-of-Life domain findings can be

applied not only to Watson's (2001b) Theoretical Framework: Theory of_Human
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Caring, but also to the Healthy People 2010 (DHHS, 2000y initiative. Healthy

People 2010 agrees with the definition of quality of life as a personal sense of
physical or mental health and the ability to react to factors in the physical and

social sense. Adding further congruence with the tool supplement, the DHHS
(2000) provided support for the use of a rating scale of "poor'', "fair", "good, and
"very good". lnterestingly, the quality-of-life results closely mirrored the statistics of
90% of the people in the United States in 1996 reporting their quality of life as
good, very good or excellent. In addition, this research study demonstrated the
DHHS (2000) findings of dramatic differences in quality-of-life between individuals

with optimal or Iess than optimal health.
A reoccurring theme, which surfaced during conversations surrounding qualityof-life issues, substantiated my belief that utilizing an agency-specific tool has
many advantages over other available instruments. The theme, spirituality,
provided valuable insight for me and offered a wonderful opportunity to examine
the tool itself. This sight challenged me to look at ways to add the concept to the
domains used on the ACNC Outcome Tool The next section is a discussion of the
topic.

Spirituality

The process of defining spirituality, spiritual care and spiritual well-being as a
professiona! issue in nursing has been elusive at best. Few nursing schools equip

their graduates for providing spiritual care to clients. Spirituality remains a word
without any universal meaning or definition unless it is attached to some traditional
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religious context (Barnum, 1996). However, new nursing paradigms have caused
a shift to the provision of holistic care. These new paradigms, considered by some

as radical, are still in their infancy and struggling to find meaning.
Spirituality or "spiritual well-being is a sense of harmonious
interconnectedness between self, others/nature and (God). lt is achieved through
a dynamic and integrative growth process which leads to a realization of the

ultimate purpose and meaning of life" (Hungelmann, Kenkel-Rossi, Klassen &
Stollenwerk, 1996, p.262). Spirituality includes three clearly identifiable factors: (a)
faith/belief, (b) life/self responsibility, and (c) life-satisfaction/self-actualization. The
concept may or may not involve organized religious practices. ln their concept
analysis of spirituality in nursing, Haase, Britt, Coward, Leidy, & Penn (1992)
define spirituality as "an integrating creative energy based on belief in, and a
feeling of connection with, a power greater than self'

(p 143).

There is growing evidence in nursing literature that spirituality enhances
health. However, spirituality remains an elusive concept that defies definition.
Whether spirituality can be reduced to a concept that can be directly observed and

documented-a phenomenon that can be researched{epends totally on the
meaning the researcher attaches to the term spirituality. By definition, spirituality

as personal wholeness can not be measured or reduced to individual components.
Coyle (2002) describes spirituality as the force that motivates, enables, empowers
and provides hope or a sense of connectedness with God, a higher power and
others that enhances adaptrve capabilities.
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Hunglemann, Kenkel-Rossi, Klassen, and Stollenwerk (1989) developed the
JAREL Spiritual Well-Berng Scale as a result of their qualitative research project.
They identified that nursing research has "produced a scientific knowledge base to
help explain individual components of holistic care... including spiritual care"
(Hungelmann et al., 1989, p. 393). Furthermore, a measurement tool for assessing
the spiritual domain of nursing is nonexistent. The purpose of their research was to
develop a "brief, reliable and valid screen to assess spiritual well-being"
(Hungelmann et al., 1989,

p 39a). The researchers found that brevity was a key

issue. The most important benefit was to help the nurse in identifying internal

resources that may assist the patient in achieving self-actualization and wellness.

A second spiritual assessment tool, The SPIRlTual History (Maugans, 1996),
may be better suited to a culturally diverse population. This tool utilizes a

framework of potential questions that elicit information within six dimensions:
Spiritual; Personal; lntegration and lnvolvement in a Spiritual Community; Rituals,
Practices and Lifestyles; lmplications for Health care and Terminal Events
Planning. The developers suggest beginning the "assessment [process] with a
statement that acknowledges that many people have strong spiritual or cultural
beliefs that shape their lives" (Steen, & Anderson, 2002,

p 16) This statement

can

then be followed up with the potential broad questions outlined in The SPlRlTual
History (Steen, & Anderson, 2002). The primary objective of this history is to
encourage the client to tell stories about his or her life with an emphasis on
sprritual issues.
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Govier (2000) suggests that patients benefit when nurses adopt a systematic
approach to assessing spiritual needs. However, it may be necessary for the
individual nurse to first evaluate his or her own spirituality before beginning such
an assessment. Govier (2000) describes five areas that may serve as a useful
foundation for the assessment of a patient's spiritual needs. These areas are
reason, reflection, religion, relationships, and restoration. Regardless of religious
preference these areas could be advantageous for all nurses allowing them to
inquire into the intimate details of their client's world. This systematic problemsolving approach allows the nurse to perform their role while also incorporating the
intuitive process. "spiritual care is an essential component of nursing
practice...spiritual care involves a recovery of the patient as a person" (Govier,
2000,

p 36) lt must be assessed

in order to provide total patient care.

Laskowski (2001 ) utilized the grounded theory approach to explore the
spiritual dimension of nursing practice. The nurse participants described the strong
personal impact of working with dying clients. These close contacts essentially
forced the participants to experience their own vulnerability and reality which,
consequently, allowed then to be open to "transformative moments that
heightened [their] appreciation of life" (Laskowski, 2001, p. 6). Laskowski, (2001 )
maintains that spirituality changes over time in response to personal and
professional experiences. These changes only occur when the nursing
professional is open and vulnerable to the experience. Furthermore, the
vulnerability enhanced the participant's nursing practice, heightened their
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understanding of themselves, and expanded their appreciation of the world.

The importance of spiritual well-being from a therapeutic viewpoint is still being
analyzed. Spiritual well-being is a difficult concept to document using traditional
quantitative and qualitative research methods. Furthermore, many nurses would
maintain that nursing research is cold and hard and thus far removed from the
actual care of clients. In thrs case, however, nursing research has been explained
in the classical sense as an attempt to demonstrate observable and measurable

changes that wil! confirm predictions made from a set of theoretical statements

(Carson, 1989).
Patient Safrsfacfion

The qualitative approach used in the research study utilized self-report and
interviewer-administered questioning The resulting data compared favorably with
this research. Using a five-point scale allowed the participant to rate the services
from negative to positive. Encouraging the participants to provide additional
comments solicited information that might have been missed in any other format.
The ACNC Outcome Tool and Caring

As part of the analysis process it was important for the researcher to examine
the potential relationship between caring and patient outcomes. The correlation
between nursing care and patient satisfaction has been reported in literature,
however most of the past research has been conducted utilizing the quantitative
method. The researcher wanted to perform a study that, while utilizing a
numerically based instrument, allowed her to describe, explore, find meaning in,.
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and grasp the essence of the actual caring encounter.
Relevance of Watson's Theory of Human Caring to Outcome Documentation
Jean Watson (2002) maintains that the measurement of caring is a journey. lt
is one that requires exploration and experimentation if we are to capture this
elusive phenomenon so central to what nursing is. lnstruments which attempt to
document caring may have a theoretical basis or maybe a-theoretical. However,
all work done within the part of nursing scholarship "serves as a tribute to the
[nurses] who have paved the way in...caring research, knowledge development,
and risk taking (Watson, 2002,

p

xiv).

The choice of Watson's Theory of Human Caring as the theoretical framework
for the background and development of a research instrument is found infrequently
in nursing literature. WhileWatson (1988; 1998; 2001 a',2OO2) seeks to clarify
nursing values, knowledge and practices, her theoretical framework does not
appear well suited to the numerical assignments most often used on outcome

documentation instruments. Nonetheless, at least five available instruments utilize
this theory as a synthesizing framework.
The following quote from Watson's (2002) new book seems to sum up the
validity of utilizing the qualitative research method and the Theory of Human
Caring as a theoretical framework for this study:
By the way of closing remarks I offer the following reflections for the future of

caring theory, instrumentation, and research. Rather than perpetuating a
dualistic worldview that separates theory from practice and research, and
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isolates instrumentation and documentation for theoretical and conceptual
relevance, different theories and documentation traditions need to begin to
more systematically inform each other. The artificial dichotomy between
qualitative and quantitative research and methods no longer can be sustained
in such a complex world... The relationship and interplay between caring

theories and diverse approaches to documentation can lead to refinement,
expansion and further explication, and validation of bother current and
emergent theories, as well as sophistication of instrumentation. The next
generation of theory, research, methods, and documentation need conceptual

and operational space to develop

(pp 247-248).

Application of the ACA/C Outcome Tool within a Clinical Seffing

The researcher's field notes provided insight into the process of applying the
Tool within a clinical setting. Up to this point, the Tool had only been a work in
progress on paper and had never been tried in conjunction with an actual caring
encounter. While, the ACNC Outcome Tool offered flexibility within the practice
setting, the researcher discovered that the instrument and the domains
themselves would require clarlfication for first time users.

The domains and the associated indicators provided a structure for the caring
encounter. Problems within the Functional and Physiological domains were noted
in the first few weeks of use. Due to the perceived ambiguity with the two domains,

additional effort to assign the appropriate numerical ranking was requrred by the
researcher. Field notes containing notions about "too similar," "can't decide,"
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"useless," al'ld "why both functional and physiological when one would do?" forced
the researcher to re-examine the Tool itself.
To actually implement the Tool in the ongoing operation of the ACNC, a
systematic approach would be required. The researcher discovered potential
benefits and glaring flaws during the process of using the Tool for the three-month
research period. First, additional planning would be necessary if the Tool was to

be implemented for use in the Nursing Center. Active participation and
involvement by all staff would be imperative; although, having one staff member
responsible for education and implementation would be crucial. The questions of
other staff m-embers and visiting students about the Tool and the research process
demonstrated the problems associated with change and implementation.
Comments such as "Why are you doing this?" "Why don't you just document
satisfaction?" and."Wouldn't it be easier to use the OMAHA System?" challenged
the researcher to defend her position that an agency-specific device was ideal for
the setting.
Problems with the data-gathering process and incorporating the Tool into the
client visit provided the answer to the question: "Does it fit the setting?" The ACNC
is open for a two-hour period on Sunday morning. However, the majority of
individuals requesting services come within a one-hour period of time. That hour is
very busy with little time between patients. Actual documentation in the clinical
record often waits until after the rush is over. This presented some problems as
the study was designed so that the Tool was completed immediately after the visit.

NF
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While doing it immediately foltowing the visit decreased the chance of error or
misinterpretation, this immediacy did not facilitate the use of lengthy field notes.
Therefore, information was often added to these notes after the Nursing Center
closed. Quick jottings served as reminders, while actual quotes were recorded
immediately.

Advantages and disadvantages of the Tool were identified during use and
organized during the analysis process. Advantages include (a) the domains
provided a clear and concise organizationa! system, (b) the indicators, while in
need of revision, were clearly defined within the Functional, Behavioral,
Knowledge, Safety, Quality-of-life and Satisfaction domains. Other advantages
included: (c) use of the Tool required little staff time, (d) examination of the pattern
or picture created by a series of outcomes allows the user to visual the
documented outcomes over time, and (e) standards among stafl would be
consistent with all staff using the same system for outcome docurnentation.
Disadvantages of the Tool were identified as (a) additional time would be
required from the volunteer nurses to learn and implement the Tool; (b) revision of
the agency records would be required to monitor the outcomes on a continuing
basis. The last disadvantage identified was (c) training would be required to
implement the use of the Tool with one staff member assuming responsibility for

the instruction.

4t

Effects of

Caring

140

lmplications of Findings for Advanced Nursing Practice
Transcultu ral

N u rsi ng

/ssues

ln answer to the question: "Does it fit the cultural subgroup of the elderly?,"

two issues surfaced during the analysis of the demographic information. Although
it is possible that neither of these issues would impact the effectiveness of the
ACNC Outcomes Tool itself, it is necessary to appreciate the importance of
recognizing the impact of cultural values, beliefs and practices when providing
care to individuals. The first of these issues related to the volunteer participants.
There was a lack of culturally diverse population as one hundred percent (n=6)

were members of the elderly cultural subgroup with church relationships and of
European ethnic backgrounds. Although potentially problematic, this lack of
cultural diversity does represent the population that uses the ACNC on a regular
basis on Sunday mornings. Second, although it is possible to use the Tool with

any individual, caution must be used to not generalize the results across cultural
lines.

Cultural Campetence

As stated in Chapter Two: "Health care providers are beginning to recognize
that addressing the cultural uniqueness of their patients is essential to positive
outcomes" (Fox, as cited in Preboth, 2000, p. 1 ). lt is vital to any partnership,
including the one-on-one relationship between a nurse and his or her patient, that

the health care professional provides culturally sensitive care. To provide this
unique form of care, the health care professional is obligated to have cultural
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awareness and sensitivity along with knowledge of the cultural dimensions of
health and illness. The transcultural nurse brings to the partnership sensitivity and
insight along with an understanding of how to provide transcultural care and
services (Ludwig-Beymer,

1

999).

Transcultural nursing involves "understanding and working with people of
different cultural backgrounds, and developing effective skills to help people with

diverse cultural orientations" (Leininger, 1991 , p. 32). Nurses are constantty being
challenged to become sensitive to the impact of culture on their patient's health
and well being. They are caring for patients of many cultures, with different
Ianguages, levels of acculturation, socioeconomic status and unique ways of
understanding illness and health delivery core issues. Unless these core cuttural
issues are acknowledged and understood, they can adversely affect the nurse

patient relationship creating barriers to social and cultural understanding (Carrillo
et al., 1999).
Cultural assessment, according to Leininger (1978), refers to a "systematic
appraisal or examination of individuals, groups, and communities as to their

cultural beliefs, values, and practices to determine... needs and intervention
practices within the cultural context of the people being evaluated" (as cited in
Andrews & Boyle, 1999, p. 24). ln addition, cultural assessment encompasses
both the process of gathering data and the actual content of the gathered

information A cultural assessment tool is often utilized as a guide. An excellent
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example of such an assessment tool is the Andrews & Boyle's Transcultural
Nursing Assessment (Andrews & Boyle, 1999, p. 539-544)

"social and cultural factors determine differences in expectations, agendas,
meanings and values" (Carrillo et al., 1999, p. 830) between people. An individual

person's perspective and own unique way of viewing a similar situation
necessitates the use of tools in a cross-cultural setting. These tools and the

associated skills can help facilitate communication and cooperation, promote
cultural competence, and lead to a progressive understanding between people.
Moreover, listening, asking the right questions and meeting people where they are
lifts the veil of cultural and social misunderstanding. (Carrillo et al., 1999).
General Drscussion

The original goal of this research project was to analyze the effectiveness of a
researcher-designed tool in documenting the outcomes of caring encounter both
individually and over time. While applying the ACNC Outcome Tool, several
discoveries were made that might impact on the effectiveness of the Tool. The
researcher discovered the Tool lends itself to the organization of the content of the
nurse-client conversation within the domains. Placement of the content within the

domains determines the sequence of the indicators and the effective assessment
within the domain. This is particularly valuable as the participants progressed
through the assessment process and provided a useful framework for the
documentation of outcomes.
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ln the beginning of the development of the Tool, the researcher utilized

adaptations from of a variety of assessment instruments. However, the patient or
care-receiver remained the primary focus throughout this adaptation and revision
process. With this in mind, Watson's Theory of Human Caring provided the
synthesizing framework that guided the researcher's practice and research

process. This framework is a model of caring that focuses on caring behaviors
and expressive activities which establish relationships based on trust, hope,
sensitlvity, empathy, touch and support.
The findings of this research study provide evidence for the feasibility and
adequacy of seven of the eight original domains. The ACNC Outcome Tool met its
orlginal purpose: to provide a concise but comprehensive method for documenting

the outcomes of the care provided by the nurse researcher at the ACNC. A major
strength is its potential to link patient needs with client outcomes and nursing
interventions based on caring. The Tool provides an organized way of
documenting client trends and progress and for examining current and potential
service needs. Perhaps most importantly, the ACNC Outcome Tool is tailor-made

for the care provided within this unique setting.
The ACNC Outcome Tool has advantages over other ways of documenting
outcomes because a nurse with knowledge of the setting and the population
served, rather than an external organization or payer, designed the instrument.
Although this could potentially result in biases results, the researcher was also
able to focus on the ACNC's mission and vision for the future while keeping the
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priority the documentation of individual's health and well-being over a period of
time. This form of outcome documentation links together a number of indicators
through the use of tabulated results to examine patterns and evaluate the impact

of care encounters both on a one time basis and over time.
I

m plications

for Decreasing Health Drsparfies

Considerable attention has been focused over recent years on conducting
research on health disparities experienced by some Americans due to poverty,
ethnicity or marginalizing social focus, including aging. The Nationa! lnstitute of
Nursing Research [NINR] has made studies on health disparities a priority for the
period of 22O2-2OOT (Flaskerud, et a!.,2002). This research study meets this

expectation with its application to the elderly as a marginalized cultural subgroup.
The NINR clearly identifies the elderly as a vulnerable and disenfranchised
group of individuals. The elderly, as social outcasts, are often reacted to with fear.
As stated earlier in the paper, this fear cornes from the individual's reluctance to
acknowledge that they too will each become old and suffer from the many
associated social issues. These issues include barriers to ffire due to time,
distance, cost or availability of services, fragmentation of services, discrimination
and the lack of understanding (Flaskerud et a|.,2002; Zerwekh, 2000).

With it's focus on an elderly or aging population, this quaiitative study along
with the use of Watson's theoretrcal framework, is one way of making a connection
and addressing health care disparities. Clients who are disenfranchised often
describe themselves as being separated from humanity by an immovable wall
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(Zenruekh, 2000). The researcher's use of conversation and personal narratives

(Sandelowski, 1991 ) allowed her to understand the participant's life and
experience a transformational process both for the participant and for the
researcher.
Caring for disenfranchised individuals requires knowledge of people and their
human connection that honors their humanity and shares one's own humanity.

Watson (1999) calls this connection a transpersonal caring moment or a humanto-human relationship that transcends the two individuals connecting them through
love, faith, compassion, caring, community; intention, consciousness and access

to a higher power or God. This research study utilized these transpersonal caring
moments in order to determine and describe the effectiveness of an instrument at
documenting the effects of caring individually and over tirne. The experience itself
allowed the researcher to connect with the elderly in a new and energizing way.

As described by Zenuekh (2000) this connection is characterized by three
actions:

1.

Honoring the humanity of clients by treating them with respect.

2.

Knowing their humanity by discoverlng their past, patterns, and appropriate
questions to draw out their stories.

3.

Sharing one's own humanity by sharing your own world and imagining
yourself in the client's position.

These actions make self-care possible for the client by helping them to understand
themselves, take control of their situation and confront their own fears.
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Caring on the edge (Zenvekh, 2000) is caring that courageously nurtures
possibilities in the face of fear and separation. ln other words, to go around the

wall and form a connection. lt provides a way of nurturing and relating to
individuals with confidence, commitment and responsibility. Caring for the

disenfranchised emphasizes those individuals that society may not value and
maintaining these caring practices through a commitment to people.
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Chapter Six
Conclusions and Recommendations

ln nursing, outcome research often seeks to determine the effects of ffire on
patients. The focus is on linking specific interventions with the appropriate

corresponding patient outcome. These outcomes are important indicators by which
nursing care is evaluated and changes are made. Outcome research, such as this
qualitative study, is used to evaluate and document the effects of caring
encounters on clients' lives; to improve the knowledge base for nursing; to assess

the effectiveness of care; to provide accountabllity; and identify areas of potential
improvement. Due to the changing face of America and health care in general,

there is a greater demand for better ways to assess and document outcomes.
Research Quesfions
This study was able to answer all of the stated research questions.
First, the ACNC Outcome Tool does reflect the person's circumstances. It was
helpful for me to know the participant's background and current state-of-affairs

when seeking to complete the domains. This knowledge of individual circumstance
allowed for a more focused conversation and facilitated the use of follow up as one

way of obtaining the necessary data for all eight domains. ln addition, this unique
combination of life histories and current experience allowed the caring moment to
become part of both the participant's and my life history (Watson, 1999).
Second, this study provided evidence that it is possible to show the outcomes
of caring encounters. Utilizing Watson's (1985; 1999) concepts of caring moments
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and transpersonal caring was important in assessing the outcomes of the caring
encounters. Throughout the study period I was acutely aware of the importance of

the human-to-human relationships and the significance of the personal
connections over time. This bond between the participant and myself was key to

being able to accurately rank each domain based on the conversations which were
part of the participant's regular visit to the ACNC.
Third, the use tool for outcome documentation specifically designed for the

ACNC was imperative to the success of the study. Although there are a variety of
tools available for documenting the outcomes of care; most are lengthy and
require a great amount of time to implement. The ACNC is a unique and
innovative partnership that connects health and hope and provides the faculty and
students for the Nursing Department of Augsburg College with an opportunity to

become involved in independent practice (ACNC, 2002). This setting, in it's
uniqueness, does not fit any of the establish models for nursing practice, therefore,

the use of an established tool for assessing and documenting caring would not be
suitable for the setting.
Fourth, the ACNC Outcome Tool is very suitable for use with the cultural
subgroup of the elderly. According to Achenbaum (1998) the cultural subgroup of

the elderly is unique and complex with their own perceptions, values, beliefs and
behaviors. The ACNC Outcome Tool utilized appropriate indicators, which
according to Kleinpell-Nowell (2000) is essential to insuring accuracy and
consistency. The tool takes into account the every changing health status of the
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individual who come to the ACNC and employs domains that accurately reflect the

status of the individuals.
Conclusions

This study examined a researcher-designed, agency-specific tool for the
documentation of the effects of caring on patient outcomes. After this test of this
data collection device, the researcher came to three primary conclusions:

1

The use of standard language to name the domains and describe the rating
indicators is an important hallmark of this study and the ACNC Outcome Tool
itself.

2. The use of the qualitative

research method, although somewhat unusual when

evaluating outcornes, generated large amounts of rich data about the study
question and the phenomena of outcome documentation.

3.

The ACNC Outcome Tool does work to document the outcomes of
caring encounters at the ACNC both individually and over time.
Sfrengfhs

The main strength of this study was the actual ACNC Outcome Tool. The rich
data generated by this study validated the researcher's belief that an agencyspecific instrument for outcome documentation could be developed for use at the
ACNC. ln addition, by utilizing domains appropriate to the center, the study
generated outcome data useful in mapping patterns in one encounter that could be
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reviewed over time to see if the patterns reinforced or changed. ln addition, the

,

tool supported the valuable work involved in each caring encounter.
Limitations

The findings of this research study should be interpreted in view of several
limitations.
1

.

lt remains difficult to map out the evidence related to definlng and qualifying the
nurse's contribution to patient care and outcomes.

2.

Caring is viewed as central to nursing. However, the concept of caring is one
of the least understood ideas used by nurses. The term care or caring is often
used in-consistently by the discipline of nursing. Therefore, utilizing caring as a
basis for research required that the researcher accept some ambiguities.

3.

The sample was not ethnically diverse. All participants were members of the
cultural subgroup of the elderly and were all church members coming from
European backgrounds. The tool works to document outcomes for the elderly

but at this time, I am not certain that it could work with other cultural groups"
This limits the ability to generalize and also limits the viewpoints represented in
the research.

4.

The Functional and Physiological domains were much too similar and
documented the sarne effect.

5.

The ACNC Outcome Tool was developed in isolation from other ACNC nurses

or members of supportive disciplines. I worked alone on the tool and did not
solicit input from the other nurses at the center or from individuals from

Effects of

Caring

151

supportive disciplines. These individuals might have helped me recognize
potential problems, eliminate bias and would have contributed other
viewpoints that could have been valuable in the development of the tool.
Recommendations

As the ACNC Outcome Tool continues to evolve, there are several issues and
considerations should be addressed. Overall, more practice centered testing for
validation and refinement should be undertaken. This additional research would
help identify the unique features of the tool and examine the contributions of the
instrument as a way of documenting the outcomes of caring encounters.
With the completion of this research study, and based on the findings of this
study, the following areas for further study are recommended:
First, clearly revisions to the ACNC Outcome Tool are needed. These
alterations should reflect the findings and include:

1.

Elimination of the Physiological domain

2.

Making the necessary changes to the indicators for the Safety and Functional
domains

3.

Adding a Spiritual domain

These changes are reflected in the Revised Augsburg-Central Nursing Center for
Health Promotion: Outcome Tool (see Appendix F for a copy of the revised tool). lt
is my opinion that these changes will increase the effectiveness of the instrument
and better document the actual outcomes of the care provided at the ACNC. ln
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addition, repeating this study to evaluate the revised tool would be imperative to
successful implementation.
Second, spirituality, although difficult to document, is an important component

of holistic care. The researcher considers the exclusion of this domain during the
development of the original tool a major oversight. Therefore, it is recommended,
based on the researcher's discussions with the participants, that an initial attempt
at the documentation of spirituality should be attempted. The individual spiritual

level would document the individual's ability to achieve up to eight Attributes of
Spirituality. The list of spiritual attributes include. beliefs and faith; connectedness

with self and others; inner strength; peace; self-chosen values or goals; belief in
God or a Higher Power; significant relationships; and purpose or joy in life.

Table 6-1
lndicators for Documentation within the Spiritual Domain
Level

lndica

1

Lacks connections, is lonely, in spiritual distress.

2

Able to report 1-2 Attributes of Spirituality

3

Able to report 3-4 Attributes of Spirituality

4

Able to report 5-6 Attributes of Spirituality.

5

Reports at least 7 attributes of spirituality.

Third, conduct a pilot study utilizing one of the established tools, such as the
OMAHA System, NlC, NOC, or CARE-Q as a control group. Utilizing one of these

familiar tools would clarify the usefulness of an agency-specific instrument. ln
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addition, doing a comparison study would provide a unique opportunity to interpret

the significance of the information obtained during this research study.
Fourth, additional testing within the ACNC for validation and refinement should
be done This additional testing would address the considerations and issues
related to the evolving tool and the evolving nursing classification systems.
Generalizability and clinical limitations are not known at this time. Therefore,
additional testing is important to determine the strengths, weaknesses, and
applicability to different caregivers, settings and patient populations.
Fifth, the study results illustrate how nursing interventions and outcome
documentation are linked. Further work on the Tool and the use of a theoretical
framework to guide the practice at the ACNC would clarify and develop this
Iinkage. Such research could include the examination of themes, interventions,
systems of care and efficient use of the tool during a caring encounter.
Sixth, seek to develop an instrument to rate the nurse research that discovers and
describes the research process and its effect on the ability to provide care.
Finally, for this tool to be congruent with the actual practice of the nurses at

the ACNC, the ACNC Advisory Board and the staff of the ACNC would need to
develop a practice model utilizing Jean Watson's Theory of Human Caring as the
synthesizing framework.
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Appendix B
Bracketing
During the reading and re-reading of my journal entries, areas were

bracketed to allow me to identify my presuppositions, assumptions and personal
biases. These items were identified, separated, and set aside in effort to avoid
allowing them to intrude on the data analysis. This Appendix contains examples of
these bracketed areas grouped under central themes.

Frustration

--[ get tired of going over the same information time and time again]
-[nothing changes]

:[it

makes me angry when {a patient, not a participant} comes in and acts like she

owns the worldl
--[why can he be more like {another client} and do what I recommend...itwould
make things so much easierJ

--[sometimes I get so angry when she goes all over the place doing her blood

pressure...l
--[why didn't her doctor tell her that?]

Powerlessness

--[ know lcan't

make him change but sometimes lthink "if ljust try hardef'...but

l'm powerless to force anyone to change]
--[he does the same thing over and over but thinks it will change]

--[

hate what that disease is doing to him. I know I get caught up in thinking about

Effects of

Caring

170

{a friend} and then struggle with my own powerlessl

--[Boy, do I have control issues]

--[

can't make anyone change... I can only offer them the tools and then they have

to do the workl
--[for crying out loud, just do itl]
--fl thought I had worked though my own need to be in control, but obviously I still
have work to do on rnyselfl
Delightfulness

--fl really enjoy it when {a participant} comes inl
--[she's really one of my favorite people]
--[he's so interesting to talk to]

-fl

Iove to hear his stories about the past...they are so helpful for me to

understand himl
--[her smile lights up the room]
.-[just talking to her makes my day better... it changes my attitude]

--['m so lucky to have the opportunity to get to know him]
Connecfedness

--[

know working at the Nursing Center has changed me]

--[it's the personal connection that is so important]
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--[even though it's difficult for me to admit it, I get way too much of my self worth

from doing for othersl
--[Working {at the Nursing center} has been instrumental in my adjustment to
Minnesota.

fhe relationships

here have changed mel

--[ feel a connection with her. I can relate to her feelings and worry about
becoming like her, as I grow older]
--[Watson describes the relationships within the transpersonal caring moment as
key to caring...I know that's how it is for me]
Vulnerability

--[

know walking is good for him but I worry about him falling]

--[sometimes I wonder about her ability to Iive alone]

-[for such a forceful

presence, she seems so vulnerable]

--[this puts vulnerability in a new lightJ
--[she's susceptible to attacks when she goes out...how can I address that?]
--[just being elderly opens him up to exploitation]
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March 25, 2003
Karen Ackerman
Apartment 325
2220 Franklin Avenue East
Minneapolis, Minnesota 55404
Dear Ms. Ackerman:

Thank you for your interest in the pictorial representation of The Caing Field and
Caing Moment.
You have my perrnission to use and reproduction of the above named figure for
your research. There is no charge for
ission.
t

E/.u/,s,

Watson, PhD, RN, FAAN, HNC
istinguished Professor of Nursing
University of Colorado
Denver, Colorado, USA
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D

INFORMED CONSENT FORM
AUGSBURG COLLEGE DEPARTIMENT OF NURSTNG
CONSENT TO PARTICIPATE IN RESEARCH PROJECT

Researcher: Karen Ackerman, B.S.N., R.N
"A qualitative study to analyze the effectiveness of a researcher-designed tool in
documenting outcomes of caring encounters both individually and over time"

You are invited to be in a research study of the possible relationship between the
nursing care provided at the Augsburg-Central Nursing Center for Health
Promotion [Nursing Center] and improved health of the persons receiving that
care. You were selected as a possible participant because you are a person who
regularly uses the services of the Nursing Center. I ask that you read this form and
ask any questions you may have before agreeing to be in the study.
I am

conducting this study as part of my master's thesis at Augsburg College.

Background Information

:

The purpose of this study is to look at a way of measuring the results of the care
you received at the Nursing Center. lt will allow me to test a tool for result
measurement that I have developed. The tool will then allow the Nursing Center
staff to examine the care they provide to see if it is effective.

Procedures:
lf you agree to be in this study, we would ask you to do the following things.
Have one initial meeting for the purpose of explaining the study, obtaining
Gonsent and other important information.
This interview will take a minimum amount of your time.
For a period of three months, meet with me for approximately five (5) extra
minutes each time you utilize the Nursing Center. I will ask you to talk about
your experiences at the Nursing Center. lwill also ask you to rate on a scale
of 1-5 your impression of the care you received and your idea of how much
coming to the Nursing Center has helped you.

.

e
.

Risks and Benefits of Being in the Study:
The study has no physical risk. Your participation or desire to not participate will
not affect your ability to receive care at the Nursing Center. The care provided by
the nursing staff will remain the same.
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There are no direct benefits to participation and you will receive no payment for
your participation. However, an indirect benefit to participation in my study is that
you will be helping to increase the information available to nurses worldwide.

Confidentiality:

fhe records of this study will be kept private. ln any sort of report I might publish, I
will not include any information that will make it possible to identify you. Research
records will be kept in a locked file; only the researcher will have access to the
records.

The only people other than myself that may have access to your records are my
thesis advisors:
Appendix E Ruth Enestvedt 2. Cheryl Leuning
Raw data will be destroyed by May 1, 2003.

Voluntary Nature of the Study:
Your decision whether or not to participate will not affect your current orfuture
relations with Augsburg College or the Augsburg-Central Nursing Center for
Health Promotion. lf you decide to participate, you are free to withdraw at any time
without affecting those relationships.

Contacts and Questions:
Karen Ackerman is the student conducting this study. You may ask any
questions you have now. lf you have questions later, you may contact me at:
. Augsburg-Central Nursing Center for Health Promotion on Sunday mornings
from 10:00 AM to 12:00 noon.
. By mail at2220 Franklin Ave. East, Apartment 325, Minneapolis, IVIN 55404
r By E-mail at KshafiaA@aol.com
. or Phone: (612) 338-8138.
lf you have questions or concerns that can not be taken care of by me you may
contact my faculty advisor: Ruth Enestvedt at 612-330-1209.
You will be given a copy of the form to keep for your records
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Statement of Consent:
I have read the above information or have had it read to me. I have received
answers to questions asked. I consent to participate in the study.

Signature

_

Signature of investigator

Date

Date

I consent to allow use of my direct quotations in the published thesis document.

Signature

_

,,

Date
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